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INEFFICIENT UTERINE ACTION IN LABOUR.* 


By Witu1aM J. GarreETT, M.B., D.Phil., F.R.C.S. (Ed.), 
M.R.C.O. 


Queen Elizabeth II Research Institute, University of 
Sydney, and the Royal Hospital for Women, 
Sydney. 


ABNORMAL UTERINE ACTION has been recognized for 
many decades as a cause of prolonged labour. LEarlier 
generations of obstetricians have described lingering 
labour, laborious labour, protracted, tedious and inert 
labour, and from all this wealth of description has 
emerged the classifications of such ineffectual uterine 
action as (i) primary uterine inertia and (ii) secondary 
uterine inertia. 

The former expression has been taken to include those 
cases in which ineffectual contractions have occurred frem 
the outset, so that the whole process of the first stage of 
labour has been prolonged. The second expression, 
secondary uterine inertia, has been taken to describe those 
cases in which normal uterine activity has weakened and 
sometimes has come to a standstill. The gross form of 





1From the British Medical pperenion Prize Essay for 
1959, “Disordered Uterine Action’ 


secondary inertia, happily unseen today, has occurred in 
primigravide as a result of some insuperable mechanical 
obstruction to the course of labour. 

This classification, though still used in many textbooks 
of obstetrics, has not met with general approval. Mayes 
(1950) has suggested substituting the terms “uterine 
inefficiency” and “uterine exhaustion” for primary and 
secondary uterine inertia respectively; most authors agree 
that the truly descriptive “uterine exhaustion” is to be 
preferred to “secondary inertia’, but opinions vary widely 
on the subject of primary inertia. “Uterine inefficiency” 
certainly describes all cases in a generic sense, but under 
that heading completely opposite clinical pictures can be 
seen. Firstly, there is the patient who has weak con- 
tractions—so weak, indeed, that dilatation of the cervix 
may take days; during these contractions the uterus is 
still soft and, as Eastman (1950) states, can be indented 
at the acme of each contraction. This condition is not 
very common and has been variously described as slug- 
gish uterus, atonic uterus, hypotonic uterus or true 
uterine inertia. The following is one such case. 


Case I.—The patient was a primigravida. After an 
uneventful pregnancy, labour was induced by digital strip- 
ping of the membranes at the forty-second week of gestation. 
At that time the cervix was dilated to admit three fingers 
(that is, about 5 em.), and completely effaced. Labour 
began the same day and continued in a desultory manner 
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through the night. Next morning (24 hours after induction), 
the patient seemed subjectively to be having fairly good, 
regular, painful contractions at five-minute intervals, 
although on examination the uterus still felt soft at the 
height of these contractions. Vaginal examination to insert 
a recording balloon into the cavity of the uterus! showed 
that the cervix was dilated to 6 cm., very thin indeed and 
well “taken up”. The membranes were still intact. The 
recording obtained at that time is seen in Figure I. It 
shows regular. well-coordinated, contractile waves, normal 
in every respect except amplitude. With each painful 
contraction the intrauterine pressure varied only by 2 or 
3 mm. of mercury. (The apparatus was checked and no 
fault could be’ found in the recording system.) 

The subsequent course of labour was then observed. For 
the next 24 hours, “fairly good” painful contractions were 
reported continuously at 4 to 6 minute intervals, after 
which repeated vaginal examination showed that the cervix 
had only progressed to 8 cm. of dilatation. The membranes 
were therefore ruptured artificially. Almost exactly three 
hours later, labour began to progress much more rapidly, 
the cervix quickly reached full dilatation, the occiput 
rotated anteriorly, the head began to descend and an easy, 
spontaneous delivery was completed within the hour. 


This case demonstrates typical true uterine inertia. 
Feeble, painful contractions persisted without pause over 
a period of 24 hours, while a well-effaced cervix dilated 
to 6 cm. slowly progressed to a dilatation of 8 cm. over 
the same period, before uterine action was stimulated by 
artificial rupture of the membranes. 


FIRST STAGE OF LABOUR. 
Bo 
« 


Cervix 6 cm, dilated 


minutes 


e~? aaa 





Figures I. 
Intrauterine pressure recording in a case of true uterine 
inertia. The uterine contractions are normal in general 
shape (onset, duration and relaxation), but the amplitude 
is well below the normal range of 20 to 100 mm. of 
mercury. . 


In marked contrast are those cases of inefficient uterine 
action in which the painfulness of the uterine contraction 
persists after the palpable hardening brought about by 
uterine contraction has passed off. Uterine tone is high, 
there is usually severe backache and, in some cases, the 


pain becomes almost continuous, simply waxing and 
waning in intensity. For these, Miles Phillips (1938) has 
made the plea that the term “colicky uterus” should be 
revived, and has pointed out that this condition is the 
precursor of the constriction ring. 

Yet another type of inefficient uterine action which 
could never be called “inertia” is achalasia of the cervix. 
In’ this condition there is failure of relaxation of the 
external, os despite adequate uterine contractions, with 
the result, that the cervix may be fully taken up but 
dilates very slowly, often incompletely and, rarely, not at 
all (MacRae, 1949). Similarly, other forms of cervical 
dystocia. may come under the heading of “uterine 
inefficiency”. 

-The. confusion in description inherent in the term 
“uterine inertia” was made even more obvious at a meeting 
of the Royal Society of Medicine in January, 1948, when 
four opening speakers gave four different definitions of 
the: condition. However, out of this chaos Jeffcoate (1949) 
was able to give a clear three-group classification of all 
the syndromes described, based on a sound physiological 
concept of the conditions intended, as follows: (i) inertia 
(that is, true inertia with weak contractions); (ii) 
incoordinate uterine action; (iii) cervical dystocia. 





2The method of Bourne and Burn (1927). 


In the first group Jeffcoate placed the true hypotonic 
inertia with persistent weak contractions, as described 
above. The third group, cervical dystocia, Jeffcoate has 
divided into two subgroups according to sxtiology— 
namely, idiopathic or primary, and those resulting from 
disease, or secondary. This leaves the large and common 
second group, “incoordinate uterine action”’—a term wide 
enough to include the syndromes of abnormal uterine 
action described by other authors, yet excluding the more 
definite entities of true inertia and cervical dystocia. This 
group therefore includes the “colicky uterus” and the 
constriction ring, the latter being but a late manifestation 
of the former. 

Unfortunately Jeffcoate has tried to subdivide this 
group to one further degree, and draw a distinction 
between resistant lower segment (hypertonic “inertia”, 
reversed polarity) and colicky uterus—that is, between 
cases in which there is lack of coordination between upper 
and lower segments, and those cases in which there is 
lack of coordination between various parts of the upper 
segment itself. This I believe is a pity, because there is 
little justification for the subdivision. It is impossible to 
distinguish between these two types at the bedside; to 
differentiate one from .the other we should have to use 
some instrumental method which would graphically record 
the distinction. While several such devices have been 
invented, none so far produced has been able to show 
convincingly the differences in contraction of the upper 
and lower segments of the full-term uterus. Single- 
channel recording methods measuring intrauterine pres- 
sure changes, or single-channel external techniques 
recording the movements of the abdominal wall which 
accompany uterine contractions, give information as to 
the movement of the uterus as a whole. They cannot 
record differences in action between the upper and lower 
uterine segments. 

In 1948, Reynolds et alii developed a_ three-channel 
external recording unit which, it was claimed, could 
taithfully record myometrial activity over three separate 
points simultaneously. With this instrument a “gradient 
of activity” from upper to lower uterine segment was 
described, by which was meant that the amplitude of 
contraction (and therefore the work done) was greater 
in the upper segment than in the lower in normal labour. 
From theoretical considerations, Halliday and Heyns 
(1952, 1954, 1955) have thrown considerable doubt on 
Reynolds’ “gradient”, and Embrey (1955, 1958), working 
with another three-channel external recording method, 
has been unable to confirm its existence. The latter 
worker has found that the greatest amplitude of uterine 
contraction is: more commonly recorded over the centre 
of the uterus than over its upper pole. In any case, 
external methods are poor substitutes for internal ones 
when exact quantitative studies are undertaken. Some 
workers are convinced that at times they may be positively 
misleading (Bosch, Iklé and Kaser, 1954). 

Multichannel internal methods will hardly be of use if 
they simply measure the amniotic fluid pressure, because 
each receptor will record the same result (Pascal’s 
principle). If they do not do so, then something must 
be wrong with the recording system. Karlson’s (1944) 
method with shielded pressure receptors may be an 
exception to this statement. However, his apparatus is 
too cumbersome for everyday application in the diagnosis 
of disorders of uterine action localized in one or other 
uterine pole, although it may be very useful for research 
purposes. The same criticism may be made of Alvarez 
and Caldeyro’s (1954) admirable intramuscular pressure- 
recording technique, Schild, Fitzpatrick and Nixon (1951), 
using a multiple balloon technique, have demonstrated a 
dissociation in time between the contractions of the body 
of the uterus and the cervix in early pregnancy. In 
assessing their work, it is important to realize that their 
lower balloon was actually in the cervical canal and not 
in the uterine cavity. Combined internal and external 
methods are of academic interest only. In recent years, 
methods for recording the electrical activity of the 
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uterus have been developed. Although these show promise 
for the future, the exponents of these electrical methods 
have not so far obtained any results which could be used 
to distinguish between the activity of the upper and that 
of the lower uterine segment. 


Considering, then, that instrumental methods have 
nothing to offer which would help to distinguish between 
Jeffeoate’s “reversed polarity or resistant tower segment” 
group and his “colicky” group, and also that the treat- 
ment of both such conditions—if they are separate 
ex:tities —is identical, there is nothing to be gained by 
attempts to draw a distinction between them. Let me, 
therefore, in summary classify the types of inefficient 
uterine action in a table (Table I), comparing a simple 
three-group classification with the descriptive detail of 
other authors. 


TABLE I. 
Classification of Inefficient Uterine Action. 


Other Authors. 








Syndromes 
Included. Author. 





True inertia Shaw, 1949; Eastman, 
Strachan, 1947; John- 
stone, Kellar, 1952. 
Simple inertia. Gibberd et alii, 1952. 
Atonic uterus. MacRae, 1949. 

juggish uterus. Browne, 1950; Berkeley, 
Bonney, Macleod, 1938. 


Primary uterine in- 
Uterine inertia. 


Age and Social Status. 

In reviewing over 1500 consecutive labours, Jeffcoate 
(1949) found a slight increase in the frequency of 
incoordinate uterine action in the older patients, but a 
much more striking increase nema weil-to-do patients 
(Table II). 

Malpresentation. 

Occipito-posterior position, malpresentations and 
placenta previa are common concomitants of incoordinate 
uterine action. It has been held in these cases that “the 
primary descent of the presenting part is imperfect so 
that the stimulation of the lower uterine segment, the 
cervix and the paracervical ganglia is insufficient to 
promote proper uterine contractions’ (Strachan, 1947). 
While malpositions may be a common association, cases 


’ of incoordinate uterine action do occur with the normal 


occipito-anterior position of the fetal head. 


Overdistension of the Uterus. 

It is stated in many textbooks that the undue stretching 
of the uterine wall that occurs with twin pregnancy and 
hydramnios leads to uterine inertia. This statement may 
seem theoretically reasonable, but it is not found true in 
practice. In 100 consecutive cases of twin labour at the 


TABLE II, 


Parity and Social State. 
(After Jeffcoate, 1949.) 





Series. Type of Case. Number. 





Smellie, 17540. 

Phillips, 1938; Browne. ~° 
Shaw. 

MacRae 

Mac 


Rae, Cunningham, 


Incoordinate uterine | Tedious ame. 


action. 


1954. ui 

Gibberd é alii. 

Berkeley, Bonney, 
Macleod. 


Uterine irritability. 
Reflex nervous in- 
hibition. 





White, 1912; Gilliatt, 
1933 ; Rucker, 1927 ; 
Mills, 1949. 
hillips, Mayes, 1950; 
Rudolph, 1935. 

Smellie, 1754c. 

Kerr, Moir, 1956. 

Arthur, 1944. 


Subgroup: constriction | Contraction ring.’ 
ring. 


Constriction ring. 





Cervical dystocia od pia of rei at. 
@) Hard cervix fe iaek corel, 7 
Achalasia of cervix 





MacRae, 
Arthur. 


Arthur. 


Achalasia of cervix. 
Tense cérvix. 


Hanging cervix. 





Hanging cervix .. 
(b) Secondary: result- 
ing from disease. 














(In parenthesis, it may be said that false or spurious 
labour should be included under the heading of 
“incoordinate uterine action”, but this only adds to the 
complexity of the classification. Without direct evidence, 
who is to say that it should not be classified in the first 
group as “temporary true inertia” which is so inert as 
to fail even to start cervical dilatation? Perhaps false 
labour is best left as an entity in itself.) 


FEtiology of Incoordinate Uterine Action. 


A knowledge of the exact cause of incoordinate uterine 
action in labour would be of the greatest help in planning 
logical specific treatment, but unfortunately no one such 
cause is known. Rather do we recognize a number of 
Possible causes and a series of associated conditions com- 
monly seen in clinical practice among patients with 
incoordinate labour. The following may be considered. 


Parity. 

There is no doubt that incoordinate uterine action is 
seen more commonly in primigravide. Browne (1950) 
gives figures for the frequency (which include cases of 
true inertia, too) as 1 in 60 for primigravide and 1 in 300 
for multipare. 


Incoordinate uterus : 
. Primigravide 
Multipare + 
All cases of pregnancy : 
Primigravidze 


Private series 





Incoordinate uterus : 
Primigravidze 
Multipare 

All cases of pregnancy : 

Primigravide .. 


Hospital series .. 





1 Two patients had previously had one abortion. 
2 One patient had had one previous pregnancy in the opposite horn of a 
uterus didelphys. 


Royal Hospital for Women in Sydney, the average duration 
of labour was 8:4 hours, whereas in 100 comparable single 
pregnancies, labour lasted 8-3 hours. The difference is not 
statistically significant (Garrett, 1960). Similarly, among 
24,517 consecutive deliveries, twins were not found more 
commonly among those in which labour lasted more than 
36 hours than among those in which labour was shorter. 


Distended Bladder or Rectum. ; 

All obstetricians have observed that incoordinate uterine 
action is often associated with a full bladder or rectum, 
and that the emptying of these, whether naturally or with 
catheter and enema, is frequently followed by normal 
uterine contraction. Perhaps such distension reflexly 
causes the incoordinate uterine action through the 
autonomic nervous system. On the other hand, it may be 
suggested that both the incoordinate uterine action and 
the bladder and bowel distension have a common cause, 
possibly within the nervous system. 


Rupture of the Membranes. 
Smellie (1754a) has attributed cases of lingering and 


tedious labour to both premature and delayed rupture 
of the membranes, but the consensus of opinion today is 


that it has no great bearing on the subject. 


Dystocia Dystrophia Syndrome. 

Hormonal imbalance has been blamed as a cause of 
incoordinate .uterine action. In support of this theory, 
Williams (1942) has reported that the average duration 
of the combined first and second stages of labour in 46 
patients with the dystocia dystrophia syndrome was over 
50 hours, whereas in a similar series of primipars# in the 
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same hospital the average duration of labour was 21 
hours. However, he does not state whether his dystrophic 
patients were chosen for their known “dystocia”, or for 
their “dystrophia” which later led on'to dystocia, a major 
point in considering such figures. 


Nervous Influences. 

There is no doubt that mental stress can materially 
affect uterine contractions. All obstetricians know that 
abrupt entry into the lying-in room, the thought of an 
injection or any such minor stress will temporarily 
inhibit uterine con- 


injection, and then giving an injection of local anzsthetic 
into the arm prior to setting up the intravenous drip 
infusion. When the saline infusion was started, the 
patient was reassured and was left to rest quietly once 
more. 

In the tracings of uterine activity taken during this 
procedure, it will be seen that the normal rhythm was 
inhibited when-the emotional stimulus was applied. Once 
the patient was reassured and the operation was over, 
the activity began to return to normal; in some cases the 
first contraction thereafter was a particularly large one. 
This response was 
not unlike that seen 





tractions in normal 
labour. Fear, or worse 
still, suppressed fear, 
which is _ naturally 
more common among 
primigravide, 
lead to more _ pro- 
longed inhibition of 
uterine contractions 
and maybe 
true picture of inco- 
ordinate uterine 
action. 

What, then, is the 
mechanism of _ this 
effect? It could be by 
liberation of adrena- 
line from the supra- 
renal glands into the 
circulation, which 
would inhibit uterine contractions, or it could be by 
inhibitory influences locally produced at the nerve endings 
of the uterine sympathetic nerves as part of a reflex 
phenomenon. 

Summing up, most authors conclude that while parity, 
presentation and hormonal imbalance may be con- 
tributing factors, emotion and nervous influences are 
probably of prime importance in the_ etiology of 
incoordinate uterine action in labour. In confirmation of 
this, the use of sedatives to allay fear and give rest has 
been the sheet-anchor of therapy to date. 


' 
t 
| 
can B 
' 


Normal first stage of labour. 


Pathogenesis of Incoordinate Uterine Action. 


All workers publishing tracings of the first stage of 
normal labour ‘show tracings like Figure II, which is 
undoubtedly normal; but such symmetry of the con- 
tractions is not 
always to be obtained. 
More commonly, 
periods of 
activity are 
ular or incoordinate uM “wy 
activity, although still 
within the bounds of 
clinical normality, as 
in Figure III. 

If the periods of 
incoordinate action 
persist for any length 
of time, usually with 
an elevation of the 
base-line, the labour 
becomes tedious and fails to progress; then, and then 
only, can the incoordinate action be considered definitely 
pathological. 


t 
twos 
t 


was having strong, 


Emotional Stress. 


In the course of some other work with intrauterine 
balloons, opportunity to study the effect of emotional 
stress was gained. Figures IV and V show typical 
examples of the uterine response under such. conditions. 


In each case the patient, a healthy young parturient, 
was lying quietly alone in a room when the emotional 
stimulus was applied; this consisted of wheeling a trolly 
laden with intravenous drip-infusion apparatus into the 
room, telling the patient she was going to have an 


'"Noamat Isr Stace or Lasoue 


to the iv he aged 
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Figure II. 

Cervix dilated to 3 cm. Note the regular 

rhythm with rapid onset of contractions followed by slower relaxation. 

The relatively regular resting — between contractions are a notable 
eature. 


Se My 
mixed ey J 
with periods of irreg- \ iV VV al \ Kh Wy WW ly Ad UN 
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Ficure III. 
Normal first stage of labour. Cervix dilated to 8 cm. Although this patient 
clinically normal uterine contractions, 
shows a definite irregularity in rhythm. Note, however, that the pressure 
in the relaxation phases falls to low levels at fairly regular intervals. 


with intravenous in- 
fusions of adrenaline 
(Garrett, 1954). 

It is wumnecessary, 
eet however, to apply a 
ed ee definite stress like 

ted : ee the one just. de- 

‘ : scribed, as wili be 
seen from the follow- 
ing case. 


CasE II.—The patient 
was a primigravida 
with twins, both pre- 
senting by the vertex. 
Drew-Smythe _ cathet- 
erization was per- 
formed (followed by 
the insertion of re- 
cording bag) at the 
thirty-sixth week of 
gestation for severe toxemia of pregnancy. Labour ensued 
2 hours 40 minutes after the surgical induction, and lasted 
21 hours 50 minutes, requiring forceps delivery of both 
babies for maternal distress (the blood pressure was 168/120 
mm. of mercury, “heavy” albuminuria was present, and the 
patient began to complain of dimness of vision). 


Apart from the severe toxemia, this was a normal 
primigravid labour. At no time was there any consideration 
that either true inertia or incoordinate uterine action was 
present. Portions of a tracing made during the first 12 
hours of this labour are seen in Figure VI. Before the 
onset of labour (Figure VIa), uterine activity showed a 
regular irregularity—to wit, a large contraction followed 
regularly by a smaller one. With the onset of labour, 
the amplitude of contractions increased (Figure VIb), and 
the previously noted “regular irregularity” was still occa- 
sionally seen. With the intramuscular injection of pro- 
methazine (a drug having no direct effect on the action 
of the uterus — Gar- 
_rett, . 19555) uterine 
activity immediately 
lost its “coordination” 
and there was a tem- 
porary rise in _ base- 
line. This response 
was obviously due to 
emotional stress. Even 
if the drug did have 
an effect per se, it 
would not have been 
so quick in its action, 

After the injection 
of 100 mg. of pethidine 
the patient fell asleep, 
whereupon the uterine 

activity settled down 
to a well-marked, 
regular rhythm (Figure VIc), but still with the “regular 
irregularity” previously noted. On the patient’s awakening, 
this coordinate phase was immediately followed by a period 
of incomplete, small uterine contractions not unlike the 
response to emotional stress seen after the injection; but 
on this occasion no such stress was present (Figure VIc). 
Forty minutes after the patient had awakened, a more 
regular pattern of activity began to reappear. 


In this case we see that normal labour may have “normal” 
incoordinate phases. Whether cervical dilatation continues 
during these phases or is at a temporary standstill we do 
not know; but it is the experience of obstetricians generally 
that the administration of a sedative frequently hastens 
dilatation—occasionally to an alarming degree. 


Tine in most 





‘Mieute: 


the tracing 
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If these incoordinate phases were unduly prolonged to 
the exclusion of all “normal” coordinate contractions, 
“pathological” incoordinate uterine action would be estab- 
lished and the clinical picture described earlier would 
soon appear. 


Circulating Adrenaline. 

Since it has been established that emotional stress has 
a very definite effect on uterine contractions, the question 
arises as to its mechanism. As was stated earlier, one 
3zuch mechanism could be by the liberation of endogenous 
adrenaline from the suprarenal glands into the circula- 
tion. The following case confirms this hypothesis. 

CasB III—The patient was a primipara with a single 
fetus presenting by the vertex in the left occipito-posterior 


yosition. Vaginal examination to insert a recording bag 
52 hours after the onset of labour showed the cervix to 


ate mS re 
; Setting up drip. ee 


Apparatus wheeled h 
in on ao trolley. © 


eo ER eI a ee 


Be 


Uterine Sympathetic Nerves. 

It will. probably be impossible to gain direct evidence to 
prove or disprove the action of the sympathetic nervous 
system in the initiation of incoordinate uterine action. 
As indirect evidence, women are reported to have easier 
labours after presacral neurectomy. This, of course, is a 
doubtful point; the apparent ease of such labours probably 
stems from the fact that the time of onset of the labour 
would not be known with certainty if the surgical inter- 
vention had been successful in obliterating most of the 
pain fibres. 

Mann and West (1951) have examined efferent blood 
from the uterus in the cat. They found that after stimula- 
tion of the hypogastric nerve, both adrenaline and nor- 
adrenaline appeared in the efferent blood in the con- 
centrations of 0:005-ug. per millilitre and 0-037 ug. per 
millilitre of plasma respectively. It is very probable that 
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Ficure IV. 
Emotional stimulus alters normal rhythm. The amplitude of the contractions in inhibited, 


their form becomes irregular, but their frequency is increased. 


Normal rhythm is reestab- 


lished as soon as the stimulus is withdrawn. 


be dilated only to admit three fingers, though well taken 
up; the membranes were accidentally ruptured during this 
procedure. Before that time the patient had been reported 
to have had fairly good contractions at 3 to 5-minute 
intervals throughout the night. Although she had had 
adequate sedation, she had been unable to sleep during that 
time, and had been distressed with backache. 

At first, good, regular, coordinated contractions were 
recorded at 45-minute intervals (Figure VIIa); then, after 
full explanation of the procedure and with the patient’s 
voluntary cooperation, minute doses (12 to 16 wg. per 
minute) of adrenaline were given by slow intravenous 
infusion. With adrenaline, the usual -uterine inhibition 
was observed; but after the withdrawal of the second 
infusion, the uterine activity never really returned to 
normal, the tone rose, the contractions became irregular 
and “typical” incoordinate uterine action became established 
(Figure VIIb). The record was stopped and the tube 


the sympathetic nerves to the human uterus also produce 
both adrenaline and noradrenaline at their endings. Since 
it is known that adrenaline inhibits the intact human 
uterus in labour while noradrenaline stimulates it (Kaiser, 
1950; Garrett, 1954b), it is obvious that it would be 
necessary for the relative amounts of these substances 
liberated at the uterine nerve endings to be finely adjusted 
for normal coordinated uterine contractions to occur. 
Similarly, it could easily be understood that maladjust- 
ment of these amounts would produce atypical contrac- 
tions which, if continued, could well lead to the clinical 
condition of incoordinate uterine action with its customary 
protracted course. 

In conclusion, therefore; it is seen that nervous influences 
must play a large part in the production of irregular 
uterine activity in labour, and that these influences 
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Ficure V. 


Emotional stimulus inhibits the large coordinated uterine contractions in labour. The minor rhythm occurring 
during’ the resting phases appears to.be unaffected by the stimulus. 


removed, as it was thought that the pressure of-the tube 
in the. uterus might impede the normal rotation of the 
presenting part from the occipito-posterior position. Labour 
thereafter progressed satisfactorily, the cervix was fully 
dilated two hours later, and after a second stage lasting 
50 minutes the patient was delivered spontaneously. 


This case shows from the tracings that adrenaline can, 
given certain conditions, produce the picture of 
incoordinate uterine action. This is not the whole story, 
however, as similar doses of adrenaline have been given 
to other women without this effect (Garrett, 1954)). 
This patient was probably a good candidate for 
incoordinate uterine action in labour, as the cervix had 
barely reached three fingers’ dilatation in the first 22 
hours of labour, and began to progress more rapidly 
only after the mechanical stimulation of inserting the 
bag and the rupture of the membranes. 


probably have their effect on the myometrium through 
the direct action of adrenaline, whether’ liberated 
centrally in the suprarenal glands or peripherally at the 
sympathetic nerve endings. 


The Development of Incoordinate Contraction Patterns. 
The normal coordinate uterine contraction pattern in 

labour consists of a large contractile wave passing evenly 

over the whole uterus, reaching its maximum in about 


‘60 seconds and then, after a momentary pause, relaxing 


completely in an equal or slightly longer time (Figure II). 
In practice, while still within the bounds of clinical 
normality, many patients fail to have such symmetry 


and may show an irregular irregularity, as seen before 


in Figure III, or a regular irregularity as in Figure VII. 
By analogy with other hollow viscera and the uteri of 


lower mammals, the human uterine contraction pattern 





486 


THE MEDICAL JOURNAL OF AUSTRALIA 


SEPTEMBER 24, 1960 





has often been thought to be a modified peristaltic wave; 
but until recently evidence in direct support of this theory 
was lacking. By careful observation of exposed human 
pregnant uteri for up to half an hour under spinal anes- 
thesia before going on to perform hysterotomy, Malpas 
(1944) described such a pattern. Before the twentieth 
week of gestation, very slow waves of contraction appeared 
to start from two symmetrical areas in the region of the 
Fallopian tubes. From there they passed downwards and 
medially to meet in the mid-line on both anterior and 
posterior surfaces of the uterus to form transverse ridges. 
From each transverse ridge a median contraction three- 
quarters of an inch to one inch in width extended down- 
wards on both anterior and posterior surfaces, reaching 
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Ficure VI. 


The onset of labour after surgical induction of labour 

in a normal twin pregnancy. The psychological effects 

of an injection affect the uterine rhythm in much the 
same way as waking. For details, see text. 


the internal os in about four minutes. At this juncture 
the uterus not infrequently assumed an almost bicornuate 


shape. From the median ridges, secondary circular waves 
usually appeared and spread laterally around the uterus 
about its middle and at the level of the internal os. When 
relaxation began, the secondary contractions faded first, 
the median contractions next, and last of all the upper 
transverse contractions. In an excited uterus it was 
found that the nodes near the Fallopian tubes often 
remained contracted until the next wave began. 

Malpas did not find this orderly state of affairs later 
than the twentieth week of gestation. During the third 
trimester and labour he observed a mass of uterine con- 
tration in which all parts of the myometrium appeared to 


contract simultaneously. Reynolds, Harris and Kaiser 
(1954) have also described a synchronous contraction 
pattern as a feature of Braxton-Hicks’ contractions. The 
existence of such a mass contraction is difficult to reconcile 
with the general rules of physiology. It does seem rather 
strange that an organ as large as the full-term uterus, 
lacking any histologically proven conducting system, yet 
capable of a high degree of coordination, should depend 
on a random mechanism in which each myometrial cel! 
contracts at exactly the right moment to produce these 
regular simultaneous mass contractions. What is more 
probable is that the rate of conduction of a contractile 
wave increases considerably after the twentieth week, so 
that the uterus only appears to produce a simultaneous 
contraction to the naked eye, and that some type of fine 
instrumental recording will show propagation of a con- 
tractile wave from one point to another. 

Accordingly, Alvarez and Caldeyro (1954) have inserted 
micro-balloons containing only 0:02 ml. of water into the 
wall of the uterus. In earlier experiments these balloons, 
mounted on a special trocar, were inserted under direct 
vision, but with accumulated experience Alvarez and 
Caldeyro have placed them in the myometrium of the 
upper segment by blind puncture through the abdomina! 
wall. ‘By recording pressure in three such balloons 
simultaneously, these workers have described a definite 
propagation of contractile waves. First, they found a 
‘“pace-maker” at the uterine end of each Fallopian tube— 
that is, a part of the uterus in which the wave of con- 
traction starts and also the part which determines the 
frequency of such contractions. In some cases one pace- 
maker predominated and gave the stimulus for all waves, 
while in others, both pace-makers have originated waves. 
Under normal conditions each wave started at one pace- 
maker only, and the two pace-makers did not interfere 
with each other’s action. In abnormal states Alvarez and 
Caldeyro have found that the uterus may be functionally 
divided into two parts, each following one or other of the 
pace-makers. In more severe types of incoordinate action 
they have recorded waves of contraction coming from 
ectopic foci in various parts of the uterus. Using a 
multipoint intrauterine recording method, Karlson (1944, 
1954) has also produced some evidence pointing to the 
peristaltic nature of the normal contraction pattern in 
both pregnant and non-pregnant human uteri. 

That uterine contractions in late pregnancy and labour 
can be initiated by mechanical stimulus is well known. 
Inexpert prodding of the pregnant uterus may easily 
elicit such a powerful contration that the offender may 
be able to palpate the fetal parts only with extreme diff- 
culty. Such induced contractions start at the point of 
stimulation, and thus, acting as an ectopic pace-maker, the 
stimulated area may temporarily usurp the function of 
the normal pace-maker. In this connexion it is interesting 
to recall that Bayliss and Starling (1899), in their classical 


. researches on the physiology of small bowel, found that 


the best stimulus to peristalsis was not an electrical one 
but rather “a good pinch”. 

What is probably not appreciated is that excessive 
palpation may well cause one uterine contraction to 
follow another so closely that there is no time for the 
uterus to relax properly. The tone is then temporarily 
raised in a manner which may not always be in the best 
interests of the fetus. Such a case is as follows (Figure 
VIII). 


Casp IV.—The patient was a primigravida, aged 22 years, 
who had a normal pregnancy and labour, with spontaneous 
delivery of a living child at the thirty-eighth week of 
gestation. No drugs were given before the recording was 
made. 

During a recording of uterine activity early in the first 
stage of labour, this patient’s uterus was found to be very 
irritable; the slightest external mechanical stimulus caused 
some irregularity in the rhythm. For a period of 10 minutes 
the abdomen was purposely palpated and the fcetal heart 
auscultated as is done for routine diagnostic purposes. 
Before the palpation began, the fetal heart rate was 156 
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per minute. Ten minutes later, after the palpation was 
stopped, the rate had fallen to 100 per minute, although 
it was quite regular in rhythm. Three minutes after 
cessation of palpation the foetal heart rate had risen to 
140 per minute, and by seven minutes it was 156 per 
minute once more. 

In the tracing taken during this period, it is seen that 
the frequency of contractions is slightly increased and 
that each successive wave follows its predecessor before 
he latter has had time to return to the base line (Figure 
VIII). The sum-total effect is that the resting tone of 
the uterus is maintained at an artificially high level for 
ihe period of mechanical stimulation. 

This case demonstrates two points—first, that uterine 
contractions may be started from ectopic foci of stimula- 
tion, and _ secondly, 
chat when incomplete 
uterine contractions. 
closely follow one A) 
another, a state may : 


develop in which the ‘ ‘Lneove” ie 


part of the myo- 

metrium may always 

be ee ee so 4 hg as 

that the contractile “ing ow mevres 
wave simply wanders : ” ne. pete eS me as ee ee es 
from one part of the 

uterus to another, 


uterus is never com- ee ee h case therefore demon- 
oletely at rest. Some ie eee A LAA PAA vr phd A strates the very 


Ficure VII. 


waves in place of the usual two which were characteristic 
for this patient. 

The next contraction, at point B, then arrives before 
adequate rest has taken place, and at a time when some 
elements of the myometrium are still in the refractory 
state. The two customary components become divided into 
three ineffectual contractions. A “good diastole” of some 
three minutes then occurs, after which the characteristic 
pattern of contractility is reestablished. It is to be noted 
that the salient feature of this irregularity (that is, points 
A and B) is that the wave of contraction never actually 
dies, but wanders from one part to another, bringing with 
it a constantly raised resting tone. In this case only two 
such incoordinate contractions produced a continuous 

period of 15 minutes 
of raised intrauterine 
tone instead of the 
4) usual three or four 
minutes characteristic 
for this patient. This 


earliest form of inco- 

ordinate uterine 

action. Had the 

: irregularity of points 
Sa ° . **~» A and B been con- 
tinued for any length 
of time the failure of 


backwards and for- Circulating adrenaline temporarily induces incoordinate uterine action in a the’ ineffectual con- 


wards, never actually 
dying out. This latter 
effect brings with it ineffectual contractions and a hyper- 
tonic state. 

The development of the regular irregularities in the 
contraction pattern in Case II quoted earlier (Figure VI) 
is also of interest. In sections (c) and (d) of Figure VI 
we see a type of irregular activity which is almost 
certainly due to the functional division of the uterus into 
two parts, each under a different pace-maker, as described 
by Alvarez and Caldeyro (1954). The characteristic 
contraction of the whole tracing is one large contraction 
followed by a smaller one—the first half due to one pace- 
maker, the second 
half due to the other. & 
This coupling is : abou 
fairly regular,. but Ist - f L ¥ 
not complete. At 
points marked X, a A HA 4 
“first wave” is seen | Se ae 
in the absence of the i 
second pace-maker to j 
initiate a contraction i 
on those occasions. 

At point A, the first 
component’ of 
wave is premature, 
and therefore arrives ... 0.4. 
at a time when a 
great part of the 
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Figure VIII. 


specially susceptible patient; (a) before adrenaline; (b) after adrenaline. tractions to advance 


labour would surely 
have declared themselves in the clinically obvious 
symptoms and signs of established incoordinate uterine 
action. 

A more complete picture was seen in Case III. In that 
case (Figure VII) established incoordinate uterine action 
was temporarily induced by accident with intravenous 
infusions of adrenaline in a susceptible patient. The record 
in Figure VIIb shows a contraction pattern akin to that 
in cardiac auricular fibrillation, although much slower in 
its rate of propagation. The complexity of the picture is 
such as to defy exact analysis, as one peak so closely 

follows another that 

there is no time for 

adequate relaxation to 

occur and a state of 
aes” spasm is _ produced. 
{ Such cases, I believe, 

illustrate the develop- 
ment of the contrac- 
tion patterns in in- 
coordinate uterine 
action. A spreading 
out of the strong, 
regular uterine con- 
tractions into a _ set™ 
of ineffectual con- 
tractile waves is here 
clearly recorded, but 


w \ 


Minvtes 


myometrium is still jrritabie uterus, showing how premature uterine contractions can be induced ite existence fe ‘no 


in its 


characteristic con- 
traction. The wave 
therefore spreads over “alive” myometrium (that is 
myometrium after it has passed out of the refractory 
phase) only to produce a small atypical contraction. Before 
this atypical contraction has had time to relax, the rest 
of that functional part of the uterus becomes “alive”, so 
a secondary wave spreads from the first atypical pre- 
mature contraction to set off the other half of the myo- 
metrium which normally would take part in the first 
component of the characteristic contraction. By the time 
when this secondary wave has passed to its zenith and 
has begun relaxing, the second pace-maker starts its com- 
ponent of the characteristic contraction. This, too, 
becomes similarly divided into two parts, so that the 
whole. contraction pattern now shows four ineffectual 


refractory by mechanical stimulation. Repeated contractions develop prematurely 
phase after the last before adequate relaxation has occurred, so that the total effect is to cause - NCW concept. I quote 
a prolonged and unwanted rise in the base-line. John 


Maubray 
(1724): 


3 . and these dispersed Bastard-Pains are always 
more pernicious to the Woman than the most severe 
natural LABOUR PAINS: This Case is also easily 
distinguished by the TOUCH" which done, the false 
wand’ring Pains are first to be assuag’d or carry’d off 

- before the BIRTH can well succeed. 


The Treatment of Incoordinate Uterine Action 
in Labour. 

While rest, reassurance, sedatives, adequate nutrition 
during a long labour, avoidance of over-distension of 
bladder and bowel, operative procedures to correct mal- 
positions, etc., can go a long way to help the victim of 





1 TOUCH = vaginal examination. 
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incoordinate uterine action, no reliable specific therapy 
has yet been developed. Only by a consideration of the 
pathogenesis of this condition can a rational approach to 
the problem be made. With the idea that imbalance of 
the sex hormones was an etiological factor, Jeffcoate 
suggested the use of estrogens in the treatment of true 
inertia. In 1938 he published a series of 88 cases, claiming 
60% of good results. Practising obstetricians, however, 
have not been impressed with their use, and in his series 
of patients, Snaith (1948) could find no benefit gained 
from the use of estrogens as an adjunct to induction of 
labour or in the treatment of inefficient uterine action in 
labour. In discussing Snaith’s findings, Jeffcoate (1948) 
now considers that he has been to enthusiastic in the past. 


In 1909, Blair-Bell introduced pituitary extract to 
clinical obstetrics. Now that a distinction is drawn between 
true uterine inertia in labour and incoordinate uterine 
action, the use of pituitary extract should be restricted 
to true inertia alone, in which the contractions:are of the 
normal pattern but too feeble to be effectual. For these, 
pituitary extract provides the required physiological 
stimulus, and is best given as an extremely dilute intra- 
yenous infusion (Theobald et alii, 1948). Recently, 
oxytocin has been preferred to pituitary extract for such 
infusions, as the impure extract may cause shock and 
even death. In incoordinate uterine action, tone is high 
and there is excess of activity, not lack of it; under such 
conditions oxytocin would only aggravate the complaint, 
not help it. Jeffcoate (1952) warns against its use in 
such cases. 

In recent years, several pure chemical substances which 
block the physiological action of adrenaline in animal 
tissues have been isolated or synthesized. Foremost among 
these adrenergic blocking agents is dihydro-ergotamine, 
which has been used in the treatment of incoordinate 
uterine action. Although results at first seemed satis- 
factory, the early good experiences have not been generally 
confirmed (Altman et alii, 1952), and now that the uterine 
response to dihydro-ergotamine is known to be the common 
oxytocic effect rather than the desired adrenaline-blocking 
effect (Embrey and Garrett, 1955; Garrett, 1955a), the 
drug is given less frequently. Dihydro-ergotoxine, dihydro- 
ergocristine and dihydro-ergokryptine, which have been 
used in combination in similar circumstances, are like- 
wise known to be weak though ineffective oxytocics 
(Garrett and Embrey, 1955). They are therefore contra- 
indicated in labour. 

Other drugs which have undoubted adrenaline-blocking 
properties in the laboratory are piperoxane, phentolamine, 
tolazoline and promethazine. Unfortunately none of these 
drugs shows these effects in the intact patient (Garrett, 
19550). A drug prepared by Bovet and his colleagues 
(1952) in Rome, 1205I1.S., may eventually find a place in 
clinical practice as an adrenaline-blocking compound, but 
further work is required on its toxicity. 


In all, it may be said that the treatment of incoordinate 
uterine action today is essentially the same as it was 
yesterday. This means sedation, reassurance, attention to 
nutrition and fluid balance and correction of fetal mal- 
position if practicable, and, whén the life of mother or 
baby is jeopardized, Cesarean section must be considered. 
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MORTALITY IN NORTHERN TERRITORY 
ABORIGINES. 


By J. M. Crotty, D.T.M. & H., anp R. C. Wess, D.T.M. & H., 
i Northern Territory Medical Service, Darwin. 


THis study was undertaken because of the lack of 
adequate information on causes of death among Northern 
Territory aborigines. The work was performed in the 
northern half of the Northern Territory in the area 
shown in Figure I. 

In this area there are approximately 10,400 aborigines 
who are centred around missions, welfare settlements 
(Northern Territory Administration) and cattle stations. 
Only minorities still live a full tribal life; but there 
are considerable numbers who still exist in a modified 
nomadic state, hunting and fishing as it suits them, but 
attracted from time to time to missions, settlements and 
towns. Only full-blooded aborigines are included in this 
study. > 


Material. 


The period chosen for this study was that during which 
autopsies were performed on 100 aborigines by one of us 
(J.M.C.). This period extends from July, 1956, to 
March, 1959, with two interruptions, one in October and 
November, 1957, and one from February to May, 1958. 
By limiting the study to this period, we are limiting it 
to a time in which about one-third of the natives known 
to have died in the area came to autopsy. 


All available records of native deaths in this satied 
were studied, and as far as possible the reliability of 
the stated cause of death was assessed. As notifications 
of death in remote parts of this area are often made by 
laymen, many of the suggested causes of death are 
totally unreliable. Sometimes, however, even though no 
doctor saw the patient before death, the diagnosis is 
obviously fairly reliable. For example, a sister on a 
mission may notify a child, known to be malnourished, 
as having died from dysentery; this is a common disease 
pattern in these people, and so is fairly certain evidence 
of the cause of death; similarly deaths due to accident 
or childbirth are acceptable when diagnosed by a non- 
medical person. 


Thus we have three groups of subjects: (i) those on 
whom autopsies were performed; this group includes 100 
personally performed autopsies and a small number done 
by other people (chiefly Dr. K. Moo at Katherine); (ii) 
those diagnosed either in or out of hospital, the cause 
of whose death was fairly certain but no autopsy was 
performed; there were 67 cases in this group; (iii) those 
for whom no accuate diagnosis could be made; there were 
179 in this group. 

The first group includes all routine autopsies on 
aborigines at the Darwin Hospital, as well as all 
coroner’s autopsies in the Darwin area. Autopsies are 
performed on over 80% of aborigines who die in the 
Darwin Hospital. This group also includes a few cases 
at Katherine Hospital and a few on mission stations. 
An element of selection results from the fact that in 
all unexplained native deaths in the Darwin area 
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autopsies are performed for the coroner, but in remote 
areas they are done only if the coroner considers there 
are suspicious circumstances. Considerable selection 
occurs in the natives brought to hospital, and this 
affects the series. Natives near Darwin are more likely 
to get to hospital than those in remote areas. Children 
are sent to hospital more readily than old people. Often 
an aboriginal is prepared to go to Darwin to hospital 
when sick himself, but is not prepared to let his wife 
ge there alone. This selection affects the cases diagnosed 
as well as those in which autopsies are performed, as 
can be seen from the falling off in the proportion in 
which the diagnosis is made in old age. 

In the northern part of the area there are trained 
sisters on the various missions and settlements and 
regular medical visiting; hence the chances of a native’s 
illness being diagnosed there are much higher than in 
the southern part of the area, where the natives are 
scattered in smaller numbers on the cattle stations, often 
away from nursing services and regular medical visits. 
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The ages quoted vary in reliability. Ages over 40 
years are in almost all cases a guess; but in the older 
settled missions these guesses would have been first 
recorded when the person was fairly young, and so would 
be reasonably accurate. Because of this inaccuracy of 
age records we have considered only large age groups 
over 40 years. 

In Table I, percentages are given to the nearest 0:5%. 
In this table the percentage of white Australian deaths 
in the various age groups is given for interest; but the 
figures are of limited value for comparison because of 
the difference in size and age structure of the two 
populations. 

In Table II we have set out the individual causes of 
death at various ages. 
according to the classes of the International Lists of 
Diseases and Causes 6f Death. To prepare this table, we 
have had to select one cause of death in each case even 
when several operated. The condition selected as far as 
possible has been that which <-would be stated last on 
Part I of the International Form of Medical Certificate 
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of Cause of Death. The total number of diagnosed 
cases is stated first, and the number in which autopsies 
were performed in parentheses after. 

The Welfare Branch of the Northern Territory Adminis- 
tration provided figures for the total number of 
aboriginal deaths in the northern area in 1957 and 1958, 
and from these the following rates were deduced: 


Mortality rate: 
1957 16-7 per 1000 population 
1958 19-7 per 1000 population 
Neonatal mortality (deaths under 1 month): 
_1957 .. «6 46 oe +. 24 per 1000 live births 
1958 .. .. «es «+ «+ 68 per 1000 live births 
Infant mortality (deaths under 1 year):? 
1957 .; 81 per 1000 live births 
1958 .: - 188 per 1000 live births 


These figures do not apply to the whole Northern 
i as figures from the desert areas of the south 
ffer. 
The most likely error in these figures would relate to 
neonatal deaths, owing to failure to notify births when 
the death of the child occurred very early. 


Discussion. 


We shali consider some of the important causes of 
death separately. 


Tuberculosis. 

Tuberculosis does not come into this list of diagnoses 
until the age of 20 years, and from there on is important 
in every age group, causing almost one-fifth of the 
deaths over 20 years. The absence of this disease in the 





1The crude birth rate was 33-6 per 1000 population in th 
1957 and 1968. - ~~ = 


We have grouped our cases - 


younger age groups~is not easy to explain. Extensive 
B.C.G. campaigns have been in progress since 1951, and 
probably are contributing to the low childhood mortality, 
but glandular tuberculosis is common in native children. 
The absence of tuberculous meningitis from this series 
(and from our experience of aboriginal children) may 
reflect the value of B.C.G.; but it is also possible that 
this type of case is not reaching hospital, for its diagnosis 
would be unlikely otherwise. Possibly these children are 
not regarded as seriously ill by the natives till late in 
the disease, and admission to hospital is not arranged in 
time. Exposure to the disease would be considerable 
if there was an “open” case in a family, because of the 
overcrowded, unhygienic conditions of native humpies. 


Most of the tuberculosis in this series was pulmonary, 
often. with small foci elsewhere. One patient had a 
vertebral infection, and another had a uterine infection 
with superadded pyometria and cerebral abscess. 


a8 By: 


. Number of deaths each month. Upper continuous line, 
total deaths; lower continuous line, deaths under the 
age of five years; interrupted line, deaths in which the 
diagnosis was established. Major epidemics: 1, influenza 

“A”; 2, influenza “Asian”; 8, diarrhea. 
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Malnutrition and Anemia with Diarrhea or Pneumonia. 

This group of diseases caused 44 of the 64 deaths under 
the age of five years. Malnutrition with one of these 
complications causing death was classified as dysentery 
or pneumonia, etc., as the malnutrition would be “a 
significant condition contributing to death but not -related 
to the disease causing it’, and so would be in Part 2 
of the death certificate. In a few cases mainutrition 
may not have been very important, but it was in the 
great majority. 

The usual clinical picture is that of a child, aged 
between 6 and 30 months, who is underweight and often 
severely anemic (usually with a hypochromic microcytic 
anemia). The child is pot-bellied, with a large liver that 
shows, at least in those coming to autopsy, excesg fat 
accumulation. The skin and hair are often discoloured 
and lifeless. Usually these children present in the course 
of one of a _ series of intercurrent infections. The 
incidence and clinical picture of this condition have been 
more fully discussed in a previous paper. (Crotty, 1958). 
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The graph in Figure II shows the relation of childhood 
deaths to epidemics of respiratory and diarrheal diseases. 


Malignant Disease. 

The only patient aged under 30 years who died of 
malignant disease was a boy, aged 12 years, with acute 
leukemia. The maximum number of subjects with 
diagnosed malignant disease were between the ages of 
30 and 40 years. This is unlikely to be a reflection of 
the true picture in the aborigines, as this age group 
contains a small number of deaths compared with the 
older age groups. It probably reflects a tendency for 
less obvious diagnoses not to be made in older natives, 


and the fact that older natives are loath to come to 
hospital when they feel they are seriously ill, fearing 
to die outside their own country; also, when there is 
a choice to be made in transporting patients to hospital 
(and hence diagnostic facilities), the tendency is to bring 
in the younger. 


Circulatory Diseases. 

Though circulatory diseases are not commonly stated 
as causes of death, severe arteriosclerosis is not 
uncommonly found at autopsy. The figures suggest a 
much less important role for circulatory diseases, apart 
from rheumatic heart disease, than in the white com- 


TABLE II. 


Causes of Death in Various Age Groups. 


Autopsies Performed are Shown in Parentheses. 








Cause of Death. 





Pulmonary tuberculosis 
Other tuberculosis .. 
Syphilitic aortitis 
Ameebic dysentery . 
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Acute rheumatic carditis .. 

Chronic rheumatic carditis 
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Coronary occlusion 
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Bacterial endocarditis 
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munity; but we are dealing in the case of arteriosclerotic 
heart disease with the older age group, with the lower 
incidence of definite diagnoses. Even in the case of 
coronary occlusion included, an autopsy was performed 
for the coroner after an apparently sudden death; it was 
found that the subject had died after .an infarct had 
ruptured. The deaths from cerebral hemorrhage are of 
interest here—one was a pontine hemorrhage, the other 
moeset to have started in the region of the internal 
capsule. 


Chronic Bronchitis.and Emphysema. 

Chronic bronchitis and emphysema were the primary 
cause of less than one-quarter of the deaths over the age 
of 60 years; but this does reflect their frequency in 
elderly aborigines, in whom they are an extremely fre- 
quent source of disability. These conditions were present 
in many natives who died from other causes, especially 
influenza. 


Deaths Associated with Pregnancy. 

Although these have been largely eliminated from the 
white community, it is inevitable, where the great 
majority of patients are not attended by a doctor at 
delivery and a high percentage are attended only by 
native midwives, that deaths should occur. Of the four 
cases in this series, in two there was neither a doctor 
nor nurse present, and the details supplied were not 
sufficient to state any more than that death occurred 
at delivery. In one case, death was due to a post-partum 
hemorrhage; this was on a mission 400 miles from a 
doctor. Another patient died in hospital a few hours 
after arrival. She arrived in labour, having had no 
attention in pregnancy; she was severely anemic, and 
had preeclamptic toxemia and pericarditis. 


Congenital Abnormalities. 


One gains the impression that congenital abnormalities 
are unduly frequent in the aborigines; this series is too 
small to prove the point. The one subject with congenital 
heart disease on whom an autopsy was performed had 
transposition of the great vessels. Of the two hydro- 
cephalics, one died with gross malnutrition, but there was 
no obvious terminal event in the other case. The imper- 
forate anus was associated with recto-vaginal and urethro- 
vaginal fistule, and the child died of urinary tract 
infection. 

Neonatal Deaths. 

The proportion of cases in this age group that were 
diagnosed was not satisfactory. There is also a 
possibility that all deaths in this age group are not 
recorded, especially in isolated areas. Certainly this 
is the most likely age group of all for deaths to be 
unrecorded. 

Accidents and Violence. 


These are very important in the aborigines, as they 
resulted in about one-tenth of the deaths with diagnosed 
causes. The accidents common to the white community 
are, of course, rare here. Ten deaths were due to 
injuries received in brawls and fights, including that of 
a child, aged two years, who was killed by a weapon that 
went astray during a fight among adults. No other 
single cause of accidental or violent death was responsible 
for more than one cr two deaths. 


Unusual Diseases. 


Unusual diseases were never definitely diagnosed 
outside hospital. This is to some extent inevitable in 
native medicine, since history-taking is difficult and often 
impossible, and the attention of field workers is concen- 
trated on common diseases. In this group there were two 
mycotic infections, one a case of Nocardia infection, 
and the other a case of Cryptococcus neoformans menin- 
gitis. This is the only Nocardia infection we have 
encountered; but C. neoformans meningitis is not rare 
in the aboriginal, as we have seen four cases ourselves. 
Tetanus neonatorum is rare elsewhere in Australia, 
but would be expected here because of the primitive 
condition of the people; however, we have seen or heard of 


only the one case that is included in the series. Leprosy, 
though rare elsewhere in Australia, is relatively common 
here (Humphry, 1952, gives the incidence as 56%); but 
on the whole it is not a fatal disease. The only death 
here that could be directly attributed to leprosy was that 
of a man who developed amyloid disease and a nephrotic 
syndrome. 
Epidemics in the Area. 

There have been three major epidemics in the area 
during the period of this ‘study; their relation to the 
total mortality can be seen by the graph in Figure II. 

The influenza epidemic at the end of 1956 and the 
beginning of 1957 was diagnosed clinically and serologic- 
ally, but not by virus isolation. The serological investi- 
gation was made by the Commonwealth Serum Labora- 
tories, which reported that the findings indicated recent 
infection with type “A” influenza. 

The influenza of July and August, 1957, was diagnosed 
by the isolation of the Asian virus by the Common- 
wealth Serum Laboratories. 

The epidemic of September, October and November, 
1958, began in the south-west of the area with an 
outbreak of respiratory tract disease in the adults and 
diarrhea in the children. Neither bacterial nor viral 
pathogens could be isolated. This was followed by the 
spread of diarrhea in children, especially in the northern 
part of the area. Shigella fierneri (a common pathogen 
in the area) was isolated from some of these cases. 

While these were the major epidemics, infectious 
diseases occurred at all times, especially bowel infections 
that flourish when hygiene is poor. 


Some Limitations on the Value of this Type of Series. 

This type of work can only be an indication ef a 
limited aspect of the disease pattern of the aboriginal 
community. Since we are dealing only with causes of 
death, we are ignoring many less serious diseases that 
affect the people’s health in considerable degree and 
may be minor factors in causing death. In a relatively 
backward community, the people do not enjoy and accept 
as normal the almost continuous good health that high 
living standards and community hygiene make possible 
for white Australians. Particularly among aboriginal 
women and children, a lowered standard of health is 
accepted without being considered abnormal. Sub- 
standard nutrition in young children, iron deficiency 
anemia in women and children and recurrent infectious 
diseases resulting from poor hygiene are in many native 
groups the usual course of events. A high incidence of 
intestinal parasites, especially hookworm, Strongyloides 
stercoralis and Entameba histolytica, also contribute to 
the substandard health of the people. These factors are 
not reflected in a series such as the present one, but are 
important in understanding the high mortality in the 
native community. 

The selection in this material favours the series being 
loaded with aborigines living around Darwin—young but 
not newborn children, and young adults especially 
males—and with easily diagnosed diseases in those that 
do not come to autopsy. 


Summary. 

The available data on the causes of death among the 
aborigines in the ‘northern half of the Northern 
Territory of Australia during a period of 26 months have 
been discussed. 
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Figure I. Figure II. 


Radiograph of whole skeleton of infant. (For full description Radiograph of left hand of infant. (For full 
see text.) description see text.) 


ILLUSTRATIONS TO THE ARTICLE BY ANTHONY HODGKINSON. 


Ficure II. 
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FIcureE I. Figure III. 


Radiograph of patient’s chest, showing numerous rounded Photomicrograph of vegetation on tricuspid valve 
opaque areas, particularly in the right lower zone; some (x 32). Note large masses of cocci covered by 
of the shadows are thin-walled cavities with a fluid level. layer of fibrin. 


ILLUSTRATIONS TO THE ARTICLE BY I. J. FORBES. 
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FicurReE I. Ficurep II. 


Section of lymph node, showing globules of unidenti- Section of liver, showing pigment granules in 
fied substance in the cytoplasm of sinus macrophages. parenchymal cells. (Hematoxylin and eosin, x 630.) 
(Hematoxylin and eosin, x 800.) 
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BLOOD PRESSURES IN ARNHEM LAND ABORIGINES.’ 


By A. A. Asppig AND JupITH SCHRODER, 
Department of Anatomy, University of Adelaide. 


CASLEY-SMITH (1959) recently published a series of 
aboriginal blood pressure records from Central Australia 
and Northern Queensland, the latter having been collected 
in 1988 by Dr. G. Croll of Sydney. To facilitate comparison 
between the different groups, Casley-Smith fitted each set 
of figures with linear regression lines, giving the value at 
40 years and annual increment values, which permit an 
approximate estimation of the blood pressure (systolic and 
diastolic) at any age down to 10 years, the youngest in his 
series. 

Casley-Smith found some significant differences in the 
various groups (Table II). The lowest systolic pressures 
were found in nomadic, desert-living aborigines, while 
those living on government settlements or under semi- 
urbanized conditions had higher blood pressures. But the 
highest systolic values were in the Northern Queensland 
series. Relating these differences to diet, Casley-Smith 
attributes the moderately higher systolic pressures in semi- 
urbanized aborigines to the largely European-type diet 
they now enjoy, and he assumes provisionally that the 
very high systolic pressures of the Northern Queensland 
aborigines should be associated with the high fat content 
of their seafood diet—fish, turtle, dugong, etc.— since 
Queensland natives living nearer European establishments 
had lower systolic pressures. 

In August, 1959, an anthropological expedition to 
Maningrida Settlement, near the mouth of the Liverpool 
River in northern Arnhem Land, afforded an opportunity 
to test this hypothesis on aborigines living on a diet 
practically identical with that of the Northern Queensland 
natives. The Settlement had been established for only two 
years, and it seemed unlikely that the government ration 
issue to a very labile population could have produced any 
significant changes in metabolism over that short period. 


The main tribes encountered at Maningrida were the 
Burera, Nakara and Gunavidji, with others coming and 
going. The Gunavidji are almost exclusively coastal in 
habitat and differ from the other two in some customs—for 
example, in not practising circumcision. Nevertheless, all 
three tribes enjoyed an almost identical environment and 





1The data upon which this work is based were collected on 
a University of Adelaide Anthropological Expedition financed by 
grants from the Wenner-Gren Foundation for Anthropological 
— New York, and the University’s Medical Research 
nd. 


diet, with seafood of all kinds predominating. This 
included the usual oysters, mussels, etc., found on the shore 
at low tide, fish of every kind and size including shark, 
turtles and crocodiles and the eggs of both, and dugong. 
All this was available in addition to the usual native 
diet—grubs, ants, lizards, snakes, birds, small and large 
marsupials and an occasional buffalo, together with a fairly 
wide variety of vegetable foods. It was quite impossible 
to assess the quantity of food intake—whatever was avail- 
able was consumed—but it appeared that, in contrast to 
Central Australian aborigines, those on the coast had 
access to a much more ample and varied diet. 


TABLE I. 
Maningrida: Regression of Blood Fete on Age. Subjects Aged Over Nine 
ears. 





Level at | 
Annual 
Increment.} 8.D. 


Number Sig- 
Observed. | (mm, of nificance.* 


Mercury). 





Systolic Blood Pressure. 





0-0096 eee 
0-1303 oe 


Male 


ie 116-80 
Female 


113-50 


0-563 


1-992 
2°6336 0-462 





Diastolic Blood Pressure. 





0-0628 or 
0-1189 see 


0-471 
0-466 


Male 


ww 60 1-2555 
Female 48 


2-4028 


84-08 
82-13 




















1 Degrees of significance in all tables: N.S., not significant, P<0-05 
*, P<0:01; **, P<0-001; ***, 0-001<P. 


Inquiries elicited the information that the natives were 
particularly fond of fat, so that shark’s liver and the large 
quantities of fat in the turtle and dugong were prized 
highly. The same applied to buffalo fat and any fat on 
the ration issue of meat, the fat being either cooked and 
eaten with the meat or rendered down as dripping for 
cooking purposes. Any butter we could spare was very 
welcome. While it is true that the natives of Central 
Australia are equally avid of fat, they are dependent 
mainly upon the occasional steer slaughtered for them 
(even large marsupials have little subcutaneous fat), and 
it was obvious that the coastal aborigines habitually 
enjoyed a considerably higher fat intake. 


Clearly, ‘then, there was a reasonable a-priori case for 
presuming on current views that the coastal natives should 
have higher blood pressures. All that remained was to 
take the blood pressures and check this. 


TABLE II. 
Comparison of Maningrida Pressures with Groups Recorded by Casley-Smith. 





Systolic Pressures.* 


| Diastolic Pressures.* 





Area and Type of Subjects. 


Level at 
40 Years 
(mm, of Mercury). 


Level at 
40 Years 
(mm. of Mercury). 


Number 
Observed. 


Annual 
Increment. 


Annual 
Increment. 





Maningrida 





116-80 
113-50 


0-563 
0-462 


60 
48 


-08 0-471 
2-13 0-466 








Central Australia, “ primitive ” 


109-12%* 
106 -03N.8. 


*966%** 0-2984N.s. 


0-4110N.s. 11 -503** —0-1085* 





Central Australia, “ semi-civilized ”’, 
Haast’s Bluff, Yuendumu. 


118-53N.8. 
110-46N.8. 


0-03393*** 102 


0-02395N.8. 


*313* 0-01005*** 


-080* 0-04506** 


0-8168N.s. | 56 
| 126 





Central Australia, ‘‘ semi-urbanized ’’, 
Bungalow. 


131-41*** 
115-86N.8s. 


0-3979N.S. 
0-2934N.8. 


*723N.8. 
*310* 


0-2895N.s. 
0-4018* 


20 





Carpentaria, ‘“ primitive” .. 


148-09*** 
150-18*** 


—0-03567*** 


0-2990N.s. 81-471N.8. 0-09027** 





Eastern Queensland, “‘ semi-civilized ”’ 


141-01*** 
141-76*** 


2°350N.8 
82-423N.8. 


0-2732%* 
0-1862* 


2-730N.S. | 
0-4419N.s. ; 





Torres Straits, ‘“‘ semi-civilized” .. 








rts | ta] mt | ie | i | | te 


133-33*** 
138-41*** 


0-02785*** 
0-09486* 


76°2289** 
77 °674N.8. 


0-008674*** 
0-00750*** 


| 
| 
4 
18 | 
| 
| 
| 


| 
| 
| 0-1513*** 
| 
| 


| 
| 
0-4778N.S. | 
| 





1¥For degrees of significance, see footnote to Table I. 
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The main purpose of this paper, however, is to present 
the changing blood-pressure pattern throughout life in a 
single. group of aborigines living under practically original 
native conditions. So far as we can discover, such a survey 
has not been published hitherto. 


a | 


SYSTOLIC — « 


~ 
Ss 


BLOOD PRESSURE (m.m. of mercury.) 
e 
So 


DIASTOLIC ——x 


MANINGRIDA_MALES. 





dL L 
30 40 
AGE in YEARS. 


Ficure I. 
Blood pressures in Maningrida males. Individual pressure 
readings are shown by dots (systolic) and crosses 
(diastolic). The lines represent the regressions calculated 
for under 19 years and over 19 years respectively. 
Data in Table III, explanation in text. 





Materials and Methods. 

The native population at Maningrida numbered around 
350, but varied from day to day. Of those available, 182 
were examined fully. Blood pressures were recorded for 
155, the very young on whom accurate readings were 
impossible being omitted. Two records were discarded as 
unsatisfactory. The remaining 153 subjects gave no 
evidence of tribal differences in blood pressure and are 
treated here as a single group, although the Burera people 
predominated. 

The subjects ranged in age from about three to over 
65 years. Aboriginal ages are always hard to assess, 
and, except in the case of the very young, these are 
approximate only, being based upon Settlement records 
for just over a year, dental eruption, dental attrition 
(Broca scale) and general physical findings. The three- 
years estimates are accurate to within six months, and 
those up to 12 years probably within one year; between 
12 and 20 years accuracy falls to +2 years, and between 
20 and 25 years to +3 years; over that the accuracy is 
certainly no better than +5 years. There were 44 boys 
and 44 girls up to the age of 19 years, and 38 men and 
27 women over that age. 

Blood pressures were taken on sitting subjects with a 
mercury sphygmomanometer that had been checked on 
known European controls. The majority of pressures 


were determined by auscultation with at least two con- 
sistent consecutive readings. In some children, particu- 
larly female, vascular sounds could not be detected, and 
the only recourse was to palpation; such records are 
based upon at least three successively constant readings 
and may be accepted as reasonably accurate. 

It was evident, even in the field, that in both sexes the 
blood pressure pattern under the age of 20 years differed 
from that over 20 years or thereabouts. To elucidate this, 
two regression sets were calculated: those up to 19 years 
quoted at a mean age of 10 years and those over 19 years 
at an age of 35 years (Table III). These were plotted 
to illustrate the difference graphically (Figures I and II). 

To produce a picture comparable with that of Casley- 
Smith’s, the systolic and diastolic pressures of all subjects 
of both sexes aged over nine years (conforming to his 
age range) were fitted with a linear regression line 
quoting the value at 40 years and annual increments. 
Our findings on this basis are given in Table I and are 
compared with his in Table II. © 
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BLOOD PRESSURE (mm. of mercury.) 


DIASTOLIC —— 
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2 s 
30 40 
AGE in YEARS 
Ficure II. 


Blood pressures in Maningrida females. See legend to 
Figure I for further explanation. 


Results. 

Comparison of the regressions for the Maningrida 
groups aged under and over 19 years (Table III, Figures 
I and II) brings out some interesting points. Up to 
about 20 years both sexes show a fairly rapid and sig- 
nificant rise with age for both systolic and diastolic 
pressures, the females being slightly but not significantly 
ahead of the males. Over 20 years the systolic and 
diastolic pressures in the two sexes are significantly above 
the juvenile level, but the incremental rise is much more 
gradual —indeed, it is barely significant. In contrast to 
the juveniles, however, male systolic and diastolic pres- 
sures are both significantly higher than female (Table 
III). Inspection of Figures I and II suggests that while 
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TABLE III. 
Maningrida: Regression of Blood Pressure upon Age; Separate Regressions for Subjects Aged Under and Over 19 Years. 





Level 
(mm. of Mercury) 
Corrected to 
Standard Age. 


Number 
Observed. 


ficance 
ifference 
tween 
Sexes.* 


Significance Si 

of Difference Annual of 

between Increment 
Sexes.* (mm.). 





Systolic Blood Pressure. 





91-61 at 10 years 


Under 19 years .. 
93-20 at 10 years 


1-7515*** 
1-7541*** 


1-2154 
1-3022 





119-46 at 35 years 


Over 19 years 
111-08 at 35 years 


0-0647N.s. 
0-3253* 


2-0364 
1-6992 





Diastolic Blood Pressure. 





63-95 at 10 years 
64°13 at 10 years 


Under 19 years .. ov . 44 
A 44 


1-0610*** 
£*3Ga7°"" 


1-0102 
1-1947 





Over 19 years... Se . 38 85-65 at 35 years 
A 27 79-99 at 35 years 














0-1280N.s. 
0-3065N.s. 


1+2665 
2-0951 














2¥For degrees of significance, see footnote to Table I. 


females enter the adult pressure range at about the age 
of 20 years, male maturity in this gansende is delayed until 
four or five years later. 


Comparison with Casley-Smith’s regressions gives males 
at Maningrida systolic and diastolic pressures significantly 
higher than in males pursuing a nomadic desert existence 
(Casley-Smith’s “primitive” group), although incremental 
differences are not remarkable (Tables I and II). 
Maningrida systolic pressures are, in fact, very similar to 
those of the “semi-civilized’ aborigines more or less 
permanently attached to the Government settlements at 
Haast’s Bluff (now moved to Papunya) and Yuendumu, 
although diastolic pressures are just significantly higher 
and the increments more so. On the other hand, 
Maningrida systolic pressures: are quite significantly 
lower than in semi-urbanized males in the Bungalow at 
Alice Springs, but the diastolic pressures and incremental 
values are about the same. A fortiori, Maningrida systolic 
pressures fall very significantly behind those recorded 
from eastern Queensland, the Torres Strait islands and 
the Gulf of Carpentaria; diastolic pressures, apart from 
the Torres Strait, are about the same, but the incremental 
variations are too irregular for generalization. 


Females compared on the same basis are far less 
variable. Those at Maningrida had systolic pressures not 
significantly different from desert, settlement or Bungalow 
women, but they are very significantly lower than the 
pressures in the Queensland women. Diastolic pressures 
are even more constant, the only really significant dif- 
ference being the low figure for desert women — but this 
was a very small sample. Incremental variations again 
are irregular. 


Discussion. 

Casley-Smith has discussed much of the relevant litera- 
ture, and this need not be recapitulated here. The object 
of this paper is, primarily, to present some picture of the 
blood-pressure pattern throughout life in a reasonably 
typical group living mainly under original native con- 
ditions. The particular environment in which this group 
lives affords, in addition, an opportunity to test the thesis 
that the very high pressures recorded for Queensland 
aborigines under similar conditions may be attributed to 
their high fat intake. 

A word is necessary about the statistical method 
employed. The linear regression affords a ready means 
of comparing groups covering a wide range of ages, and 
for comparison with Casley-Smith’s findings we have 
employed the same standards as he has—all subjects 
from the age of 10 years on are fitted with a linear 
regression line quoted at 40 years, and our increments are 
similarly comparable with his. From our point of view, 
however, this has two disadvantages. In the first place, 
our age range extended down to three years, and we 


found an obvious break at about 20 years. In the second 
place, the accuracy of the regression quoted at 40 years 
depends upon the difference from the mean age of the 
group; in our particular group the mean age was con- 
siderably less than 40 years, which tends to affect 
adversely the accuracy of our estimates. So, while we 
have employed the single regression for comparison with 
Casley-Smith, we feel that the two separate regressions — 
under and over 19 years — present a more faithful picture. 


At all events, it is clear that the Maningrida pattern 
of chronological change so depicted parallels closely the 
typical European pattern, although at a generally lower 
level throughout. There is the same fairly abrupt rise 
during childhood and adolescence, with little difference 
between the sexes; and there appears to be a similar, 
more gradual, rise in adult life with the male level 
higher than the female. There is no doubt that in 
aborigines, adult male pressures are significantly higher 
than female pressures; but there is some doubt whether 
the rather slight adult rise recorded here is statistically 
significant that is, whether it is real. However, on 
general grounds we may assume provisionally that it is. 
There are two interesting points. One is the virtual 
absence of sexual distinction during the growing period 
as compared with the real distinction in adult life. The 
other is the finding that females may enter upon adult 
blood pressure status some four or five years earlier 
than males; this, presumably, can be correlated with the 
females’ earlier attainment of maturity in other physical 
characters. 

So far as the relationship of diet to blood pressure is 
concerned, it is clear that the Maningrida findings offer 
no support to the view that high fat intake of marine 
animal origin is associated with high blood pressures, 
whether systolic or diastolic. Indeed, the Maningrida 
people, on a diet probably identical with that of Queens- 
land coastal people, find their blood pressure affinities 
instead witi Central Australian aborigines, barely a stage 
removea from their original nomadic tribal existence. 
Bronte-Stewart et alii (1956) found that marine animal fat 
has a high content of unsaturated fatty acids and will . 
produce a fall in blood cholesterc. level. While their 
animal series does not include turtle and dugong, it is 
possible that these are in the same category. Whether or 
not that has any influence on blood pressures is uncertain; 
but at least it is evident that high marine animal fat 
intake in one group of aborigines does not raise blood 
pressure levels to any notable degree. There is no present 
explanation for the Queensland findings. 


Summary. 
1. Systolic and diastolic blood pressures are recorded 
for 153 aborigines of both sexes, ranging in age from three 
to over 65 years, living under native conditions on the 
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Maningrida Government Settlement near the mouth of the 
Liverpool River in Arnhem Land. 

2. During childhood and adolescence there is a fairly 
rapid rise in both -systolic and diastolic pressures, with 
very little, if any, sexual distinction. Over the age of 
20 years blood pressures are significantly higher than 
under that age, and male pressures are significantly 
higher than female, but the rise with age is much more 
gradual. Females may attain the adult standard a few 
years earlier than males. 

3. In general, Maningrida pressures are comparable with 
those recorded from Central Australia; they are very 
much lower than pressures taken on Queensland coastal 
aborigines. 

4. The evidence presented here does not support the 
view that a high intake of animal fat of marine origin 
produces higher blood pressure levels. 
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ANAISTHESIA OF THE UPPER LIMB FOR CASUALTY 
PROCEDURES: THE UPPER ARM BLOCK. 


By D. D’A. WesBLING, B.Sc., M.B., B.S., D.T.M. & H., 
Casualty Registrar, Royal Adelaide Hospital. 


AN2STHESIA for surgical procedures on the upper limb, 
particularly for the reduction of fractures, in an adult 
casualty department presents certain difficulties. General 
anesthesia is not well suited for casualty department 
work, because of the preparation and after care necessary. 
Some form of local anzsthesia is the method of choice. 
Local infiltration has a limited use for wounds; but the 
once popular method of hematoma block for reduction of 
fractures must be condemned because of the danger of 
infection. Regional nerve block anesthesia would seem 
to be best suited for this type of work, and the use of 
a digital block, wrist block or some form of whole upper- 
limb block will serve for anesthesia for most procedures 
likely to be performed in a casualty department. Supra- 
clavicular brachial plexus block, though it gives excellent 
anssthesia, requires some experience, and has its peculiar 
disadvantages and dangers. Pneumothorax particularly, 
phrenic nerve paralysis and subarachnoid injection occur 
occasionally even with expert technique, and more often 
with novice anesthetists (Adriani and Evangelou, 1955; 
Hamelberg and Jacoby, 1959). 


A method of blocking the main nerves of the upper 
limb .in the arm’, has been used in the casualty depart- 





1The term “arm” is used in its orthodox anatomical sense 
to mean the shoulder-elbow segment of the upper limb. “Upper 
arm” refers to the upper part of this segment. 


. 


ment of the Royal Adelaide Hospital in over 200 cases 
during the last twelve months, This has been proved to 
be simple and free of special complications, and to give 
excellent anesthesia and relaxation of the upper limb. 
The method is simple enough to be learnt adequately by 
first-year resident medical officers in one demonstration 
in most cases. 

A block at this site has been described by Adriani 
(1954); 20 ml. of 2% procaine solution are used, and a 
search is made for paresthesias before the solution is 
injected. Clayton and Turner (1959) have recently reported 
a similar block in a series of 80 children with only one 
failure. These authors used 15% lidocaine (lignocaine) 
solution with epinephrine (1/100,000). Their youngest 
patient was six weeks old. Burnham (1958) has described 
a few cases in adults in which such a block was performed, 
6 to 8 ml. of 2% procaine or 2% lidocaine solution 
being used with epinephrine (1/200,000). Hamelberg and 
Jacoby (1959) and Bonica (1959) have mentioned the 
method as a means of avoiding complications occurring 
with supraclavicular brachial plexus block. 


NERVES 


In the procedure outlined below, a 1% solution of 
lignocaine with adrenaline (1/200,000) is used in quanti- 
ties of 20 to 30 ml., and paresthesias are not sought. 
In my experience, the use of lignocaine in solutions 
stronger than 1% (w/v) not infrequently gives rise to 
toxic reactions even when small quantities (5 to 10 ml.) 
are used, and in spite of the usual precautions taken to 
prevent accidental intravascular injection. Solutions of 
lignocaine 1% may also cause toxic reactions, but they 
appear to be infrequent and less severe if reasonable 
precautions are taken. Also it has been stated that the 
incidence of post-injection neuropathy is much greater 
when solutions of lignocaine greater than 1% are employed 
for nerve blocks (Bonica, 1959). Lignocaine in 1% solu- 
tion has been found to be adequate to block the conduc- 
tion of the nerves involved. 


Procedure. 


Figure I shows a diagrammatic transverse section of 
the arm just below the anterior axillary fold, the site 
of the block. The main nerves are clustered conveniently 
around the brachial artery in this region, as shown. 


“Omnopon” (one-third of a grain or less, according to 
the patient’s age and size) and sodium phenobarbitone 
(1:5 grains by intramuscular injection) are given half an 
hour before the block is performed. 

The patient lies supine with the arm abducted and 
externally rotated. After the skin has been prepared with 
a suitable antiseptic solution, the brachial artery is 
palpated behind the muscle mass of the biceps and cora- 
cobrachialis, just below or at the level of the anterior 
axillary fold. The anesthetic solution used is lignocaine 
(1%) with adrenaline (1/200,000). A preliminary injec- 
tion of 1 or 2 ml. of the solution is made into the sub- 
cutaneous space over the artery. The tip of the forefinger 
is then placed over the artery, and 10 ml. of solution are 
injected via a gauge 23 needle, just in front of the artery 
from deep fascia to bone, then 10 ml. of solution just 
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behind the artery from deep fascia to bone again. The 
usual precautions are observed of keeping the needle 
moving, or aspirating before injecting any large quantity 
in any situation. The deep brachial fascia can be felt 
with the needle as a definite resistance after passing 
through the subcutaneous space. 

The artery and vein are punctured very rarely when 
this method of protecting them with the finger is used, 
and even when they have been punctured, there have been 
no untoward sequele in the series. 

No attempt is made to elicit paresthesias, but they occur 
not ‘uncommonly. When this happens, the needle is with- 
drawn a little and advanced in a slightly altered direction 
to avoid intraneural injection. 

Anesthesia ensues in 10 to 15 minutes and motor 
paralysis in 15 to 30 minutes, and last for about one 
and a half hours. 

By using a subcutaneous block with the anesthetic 
solution around the arm at the same level as the main 
block, the limb is anesthetized completely below this 
level, and a tourniquet may be applied if a bloodless field 
is desired. 


Results. 

Two hundred and ten of these upper arm blocks have 
been performed in the casualty department of the Royal 
Adelaide Hospital up to the date of writing, the majority 
for reduction of fractures of the forearm bones, and the 
rest for repair of various soft-tissue injuries. Approxi- 
mately 50 of these blocks were performed by myself, and 
the remainder by casualty house surgeons, most of them 
first-year graduates, and this series includes all their first 
attempts. 

There were 21 initial failures amongst the 210 cases 
(10%). Failure here means that there was still sensation 
in the distribution of one or more of the major nerves 
after 30 minutes. The nerve most commonly not anes- 
thetized was the radial nerve. All but seven (3-3%) of 


these 21 initial failures were rescued by a more experi- 


enced anesthetist repeating the block. In these other 
seven cases no further anesthetic was given. 

The ages of the 210 patients ranged from 12 to 87 years. 
There were 73 patients aged between 12 and 30 years, 72 
patients aged between 30 and 60 years, and 65 patients 
aged between 60 and 87 years, so that all ages between 
these limits were well represented. The 21 initial failures 
had the following features in common: all the patients 
were aged over 60 years and were at least moderately 
obese, and these cases were amongst the first few attempts 
at the method by some casualty officers. 

All the 210 patients in the series were examined by 
a casualty medical officer 24 hours after they had received 
the block, and the circulation of the limb was checked. 
They were then referred to the out-patient department, 
where they were examined by a medical officer at inter- 
vals, for a minimum period of three weeks, and up to 
several months in some cases. No signs of circulatory 
embarrassment were recorded, except some considered to 
be due to too tight a plaster splint. These patients were 
all relieved by releasing the constriction of the splint. 
In addition, no axillary infections were reported in these 
records. 


Follow-up Study. 

In an-attempt to find out what patients’ views on this 
type of anesthesia were, and to discover the incidence 
of any post-anesthetic neuropathies, a questionnaire of 
the following form was sent to each of 182 patients who 
had received an upper arm block 10 to 3 months previously. 


1. Did the local anesthetic injection in your arm 
give you any trouble at the time? 

2. Would you choose this type of anesthetic again? 
If not, why not? 

3. How has your arm felt since you had the anes- 
thetic injection? 

Of the questionnaires 135 were returned. Of these 11 
contained no reply to the questions, as the patients 
involved were either deceased or suffering from mental 
deficiency. Thus there were 124 replies (approximately 


68%). Amongst these replies, there were 12 patients 
(9%) who stated that they had had trouble at the time 
of the anesthetic: five because they had pain during the 
subsequent reduction of a fracture; two because the 
needles hurt them (? paresthesias); and five because of 
vomiting during the procedure (? reaction to morphine 
or possibly lignocaine). All but the first five stated 
that the subsequent surgical procedure was painless. 


Seventeen patients (14%) stated that they would not 
choose the method again. These included the 12 mentioned 
above and five others, who gave the following reasons. 
Two stated that they objected to “needles”, a difficult 
objection to humour in modern medical practice. One 
objected to the “deadness of muscles” which accompanied 
the procedure. Two patients stated that they did not 
like being awake during the subsequent reduction of a 
fracture, although they felt no pain. 

Nineteen patients (15%) stated that they had had 
trouble with their limbs since the anesthetic. Of these, 
13 stated that there had been an aching pain at or about 
the site of a fracture reduced at the time. Further 
inquiries revealed that the pain appeared to be in fact 
related to a fracture site or a nearby joint, and did not 
have any of the characters of post-injection neuropathy. 
Six of these 19 patients (5%) complained of symptoms 
suggestive of post-injection neuropathy (burning, tingling 
or numb sensations). In one of these the symptoms 
persisted for ten weeks before disappearing, in the other 
five from a “few” days to two weeks. 


Discussion. 

Although this series is not large, and in the follow-up 
study the response was only fair, certain conclusions may 
be tendered. 

Any anesthetic procedure to be accepted for routine 
practice must be of definite value and its benefits greater 
than its risk of complications. In my opinion, the 
described method of upper arm block is well suited for 
casualty work, in that it provides anesthesia and 
relaxation of the upper limb below the shoulder, with 
virtually no risk of serious complications, and is simple 
enough to be administered by relatively inexperienced 
casualty officers. 

The 21 initial failures in the series were in elderly 
patients who were at least moderately obese, and they 
occurred amongst the first attempts at the procedure by 
some resident medical officers. Elderly subjects appear 
to be more resistant to lignocaine than younger ones, 
and so if the solution is not deposited reasonably close 
to the nerves, complete anesthesia does not occur. 
Obesity makes the artery difficult to palpate, and so 
the solution may be injected a little astray by inexperi- 
enced anesthetists. Some casualty officers tended to 
perform the block too far down the arm in their first 
attempts, so missing the radial nerve. 


Complications. 


Complications which may possibly be expected with 
the upper arm block are as follows. 


Infection——The block should not be performed when 
there is any sepsis in the axillary region, including 
lymphadenitis. Where the axillary hair is excessive, it 
should be removed. No infection was seen as a result 
of the blocks in this series. 


Damage to the Brachial Vessels—Damage may occur 
to the brachial vessels, in particular the artery, resulting 
in spasm or thrombosis. With the technique described 
above, the finger over the artery protects it to a great 
extent; and puncture of a vessel is rare. When puncture 
has occurred, there has been no apparent embarrassment 
to the circulation of the limb. On four occasions a small 
hematoma was noticed in elderly people in whom other 
evidence of ready extravasation had been seen (petechie 
and ecchymoses generally distributed). These patients 
were examined at intervals for 14 days, by which time 
the hematoma had disappeared and the circulation of 
the limb apparently remained normal. Careful technique, 
using a fine needle, a finger over the artery, no pro- 
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miscuous probing and aspirating before injecting, should 
avoid trouble in this quarter. No circulatory troubles 
attributed to the anesthetic procedure were reported in 
the 210 cases in this series during the periods for which 
records are available—a minimum of three weeks and 
up to several months in some cases. 


Toxic Reactions to Lignocaine—The region of the arm 
in which the block is performed is a very vascular one, 
so that rapid absorption of the lignocaine may be expected 
with resulting toxic reactions in some cases. No serious 
reactions occurred in this series. A few patients 
were noticed to have slight twitching of the corners 
of the mouth a few minutes after the anesthetic was 
administered, but this was transient. Careful technique, 
again with avoidance of intravascular injection, and the 
use of lignocaine solutions in no greater strength than 
1%, and containing a small quantity of adrenaline, should 
prevent reactions in all but lignocaine-sensitive persons. 
In the series, there were four known epileptics, one of 
whom had been having at least three fits a week for 
some time. These were all given 6 grains of sodium 
phenobarbitone one hour before the blocks were performed, 
and in none was there any sign of toxic reaction during 
the block. 

Neurological Damage with Subsequent Paresthesias.— 
In the follow-up study, six patients (5%) complained of 
symptoms which suggested post-injection neuropathy. 
Most of these were brief, and the longest duration was 
10 weeks. According to Bonica (1959), post-injection 
neuropathy is due to (a) injury produced by promiscuous 
probing, (bv) the use of toxic concentrations of local 
anesthetic solutions (greater than 1% lignocaine solution) 
or (c) intraneural injections. 

Neurological sequele after nerve blocks are not rare, 
and may persist for months (Nicholson, 1959; Woolley 
and Vandam, 1959). With the technique outlined above, 
these should be kept to a minimum. 


Patient Acceptance. 

On the whole, patients accepted the method well. Many 
wrote enthusiastically of it in their replies to the 
questionnaire. Of the 17 patients who said they would 
not choose the method again, five complained of pain 
during the subsequent surgical procedure. This is a 
complaint against failure of the method rather than 
against the method itself. The remaining 12 patients 
objected to some aspect of the method. This includes 
five who were troubled by vomiting. These latter were 
all amongst the early cases in the series when morphine 
sulphate was used as premedication. In the later cases 
“Omnopon” has been used instead, and vomiting has not 
been noticed during the procedure or complained of in 
the questionnaire replies. The two patients who com- 
plained that they did not like being awake during the 
subsequent reduction of a fracture, although they felt 
no pain, were probably quite justified in their complaints; 
but it is difficult to humour such people in casualty 
department practice. 


Contraindications. 

Contraindications are essentially the following: (a) 
sepsis in or near the axilla, including lymphadenitis 
from a peripheral focus; (0b) distortion of the axillary 
anatomy; (c) psychological unsuitability of the patients; 
(d) known intolerance to local anesthetic substances. 
Extreme obesity may become a contraindication if the 
anesthetist is inexperienced, because of the difficulty in 
palpating the brachial artery. Bilateral upper arm block 
is not contraindicated, as is bilateral supraclavicular 
brachial plexus block. 


Summary. 

1. Regional block of the upper limb by blocking the 
main nerves in the arm is presented as a safe, simple 
and effective method, well suited for casualty department 
procedures. 

2. Results in a series of 210 cases in which such a 
. block was performed are discussed. 


3. A follow-up study in a series of 135 of these cases 
suggests that the method is well accepted by most 
patients and is apparently free of any long-time neuro- 
pathic or other complications. ‘ 
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Reports of Cases. 


STAPHYLOCOCCAL ENDOCARDITIS OF THE TRI- 
CUSPID AND PULMONARY VALVES: REPORT OF 
A CASE. 





By W. C. Boake, M.Sc., M.R.C.P., M.R.A.C.P., and 
H. G. Bureer, M.R.A.C.P., 
University of Melbourne Department of Medicine, 
St. Vincent’s Hospital, Melbourne. 


In a small proportion of cases of bacterial endocarditis, 
perhaps one in twenty, the lesions are limited to one or 
both valves of the right side of the heart, the tricuspid 
valve being infected three times as often as the pulmonary 
valve. Staphylococcus aureus is the causal organism in 
about half such cases, the majority of the remainder 
being caused by streptococci (Bain et alii, 1958). Since 
emboli from the valvular lesions lodge in the lungs, the 
usual features of systemic emboli are absent. Nevertheless, 
the clinical features and natural history of the condition 
are so characteristic that the anatomical diagnosis may be 
made during life. 

The sequence of bacteriemia, particularly staphylococ- 
cemia, followed by the appearance of cardiac murmurs, in 
turn followed by the occurrence of infected lesions in the 
lungs, is typical of this condition. The case reported 
demonstrates these features, and also exemplifies the 
difficulties of adequately treating the condition when a 
penicillin-resistant, penicillinase-producing staphylococcus 
is the causal organism. 


Clinical Record. 

A man, aged 36 years, who had been a chronic alcoholic 
for seven years, was transferred from a Victorian country 
hospital to a State mental institution on July 7, 1958, 
suffering from delirium tremens and peripheral neuritis. 
On his admission his temperature was 102° F. The lungs 
and heart were normal on physical examination. Treat- 
ment was started with the intravenous administration of 
vitamin B, and tetracycline, and the patient slowly 
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recovered. After four weeks, his mental condition had 
greatly improved and his temperature was normal. How- 
ever, four days later pyrexia and confusion recurred. 
The hemoglobin value was then 5 grammes per 100 ml., 
put there was no obvious blood loss, and on August 22, 
1958, the patient was transferred to: St. Vincent’s Hospital 
for investigation of anemia and pyrexia. 

On examination, the man was pale and wasted, but he 
was not confused, and his mental faculties were good. 
There was no cough or sputum. The mucose were pale, 
and there was no jaundice. The temperature was 100° F 
the pulse was regular at a rate of 100 per minute, and the 
respiratory rate was 20 per minute. The blood pressure 


TABLE I. 


Bacteriological Characteristics o; Strains of Staphylococcus Aureus Isolated 
from the Blood During iene and from a Lung Abscess After Death,* 
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Life. 





Coagulase 
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Penicillinase . 
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Penicillin 


Stre tomycin . 
men tin” 
— os 
Concentration of penicillin (units 
per millilitre) : 
aoe one 7 al 
Bactericidal .. 














64 
2048 512 
7/54/70/73/75 42E/6/7/47/54/70/ 
emery | aR 
roup 
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1 The standard reference staphylococcus sensitive to penicillin is inhibited by 
BF eed greta to killed by 0-5 unit. 


was 100/80 mm. of mercury. The jugular venous pressure 
was not elevated, and the heart was not enlarged. No 
abnormality was detected in the lungs. The spleen and 
liver were not palpable. Peripheral neuritis was present, 
and there was decubitus ulceration of both heels. The 
cause of the pyrexia was not immediately apparent; but 
blood examination showed a hemoglobin value of 7:5 
grammes per 100 ml. and a leucocyte count of 24,000 per 
cubic millimetre, with neutrophilia. Many of the leuco- 
cytes showed changes typical of infection. X-ray examina- 
tion of the chest revealed hazy opaque areas at the base 
of the right lung, which were considered to be the site of 
the infection. A transfusion of two pints of blood was 
given and treatment with penicillin (500,000 units by intra- 
muscular injection every six hours) was started. The 
hemoglobin value rose, but the patient continued to have 
a high swinging temperature. Four days after his admission 
to hospital a soft pansystolic murmur was noted at the 
lower left sternal edge and in the mitral area. From a 
blood culture a penicillin-resistant Staph. aureus was 
isolated (Table I). The patient was then considered to 
have staphylococcal endocarditis, and treatment with peni- 
cillin given-intravenously in a dosage of 120,000,000 units 
per day, together with erythromycin, 2 grammes by mouth 
per day, was commenced. Blood taken from the patient 
during this treatment contained 470 units of penicillin per 
millilitre of serum. The staphylococcal alpha-antitoxin 
level was 2 units per millilitre of serum. 

The following day (seven days after admission to hos- 
pital), signs of a pleural effusion appeared at the base 
of the left lung. The fluid which was aspirated was sterile 
on culture, but contained many polymorphs. Despite 
continued intravenous therapy the patient’s condition 
became steadily worse. Staphylococci were repeatedly 
grown in blood culture. Six days after the start of intra- 


venous treatment with penicillin an early diastolic murmur 
was heard at the left sternal edge; this was considered to 
indicate damage to the aortic valve. There were no signs 
of systemic emboli, no hematuria, and no splenomegaly. 
Intravenous penicillin therapy was continued, but chlor- 
amphenicol (2 grammes per day) was substituted for 
erythromycin. A cough with thin purulent sputum 
developed, and a further X-ray examination of the chest 
revealed multiple thin-walled cavities, particularly in the 
right lower zone (Figure I).1 The sputum contained Staph. 
aureus, resistant to penicillin. 

Two weeks after the commencement of treatment with 
penicillin given intravenously the patient died. 


Bacteriological Findings. 

The strain of staphylococcus isolated from the first blood 
culture, and a strain isolated from an abscess cavity in the 
lung post mortem, were examined by bacteriophage typing 
and found to be identical. 


Pathological Findings. 

At the post-mortem examination, the aortic and mitral 
valves were found to be normal. A thrombus was attached 
to the tricuspid valve, which was covered by large, soft 
vegetations extending onto the chorde tendine (Figure 
II). There was a papillary vegetation adherent to one of 
the anterior cusps of the pulmonary valve. There were no 
septal defects. 


Figure II. 


Pulmonary valve, showing large vegetations and an 
adherent thrombus. 


On examination of the section, the vegetations on the 
tricuspid (Figure III) and pulmonary valves were found 
to consist of masses of closely packed staphylococci covered 
with a dense fibrin coat, in which were a few necrotic 
white blood cells. 

The lower lobe of the left lung contained five thin-walled 
abscess cavities 0-5 to 3-0 cm. in diameter, filled with thin 
yellow pus. There were similar abscesses in the left lower 
lobe of the left lung and the upper lobe of the right lung. 
There was also a small wedge-shaped area of dense yellow 
consolidation in the lower lobe of the right lung, with its 
base on the pleural surface. This was thought to be an 
infected infarct. The kidneys were large and pale and 
showed tubular necrosis. There were fatty changes in the 
liver, but the remainder of the alimentary system, together 
with the spleen and bone marrow, was normal. 


Discussion. 

Staphylococcal endocarditis should be considered as a 
possible complication of all cases of staphylococcal septi- 
cemia. It is important that it be recognized, for endo- 
carditis requires that antibacterial treatment be continued 
for much longer than would otherwise be necessary. How- 
ever, it may not be possible to recognize endocarditis 
during life, as it may present no special diagnostic features. 
In considering this possibility, it must be remembered that 





1For Figures I and III see art-paper supplement. 
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staphylococci often lodge on normal valves, a history of 
preexisting rheumatic infection being uncommon (Fisher 
et alii, 1955). Common features are murmurs caused by 
damaged valves, with or without a pericardial friction 
rub, arrhythmias or cardiac failure. Any of these events 
may occur with the usual manifestations of systemic 
emboli, but in right-sided endocarditis systemic emboli do 
not occur; emboli lodge in the lungs, producing a succes- 
sion of staphylococcal abscesses. Staphylococcemia is 
maintained by organisms which leave the vegetations and 
pass through the lungs, in addition to those arising from 
the thin-walled lung abscesses. 

In this case, the diagnosis of staphylococcal endocarditis 
and staphylococcal pneumonia was made during life; but 
accurate anatomical diagnosis of the valvar lesions was rot 
made, because the characteristic sequence of events in 
right-sided endocarditis—namely bacteriemia followed by 
the appearance of cardiac murmurs, followed in turn by the 
appearance of lesions in the lungs—was not appreciated. 
That this actually was the sequence of events is confirmed 
by the isolation of organisms of the same bacteriophage 
type from the blood during life and from lung lesions 
which developed later. 

Staphylococcal endocarditis is one particular complica- 
tion of staphylococcal septicemia, a condition which is 
occurring more frequently; many of the patients become 
infected in hospital. Hassall and Rountree (1959) found 
that in the majority of cases in which infection was 
contracted in hospital, it followed surgical procedures or 
intravenous infusions, and in only one of 40 such cases 
was the skin the source of infection. Nevertheless, in this 
ease the infection probably originated from a decubitus 
ulcer acquired during a previous stay in hospital. 


Staphylococcal endocarditis, like other forms of invasive 
staphylococcal disease, has a high mortality, particularly 
when the organism is resistant to penicillin. Continuous 
intravenous treatment with very large doses of the drug— 
for example, 100,000,000 to 200,000,000 units per day—is 
rarely successful. Although extremely high levels of 
penicillin in the blood may be achieved in this way, as in 
this case, such high concentrations of penicillin are 
unlikely to be maintained in the neighbourhood of lesions 
which harbour large numbers of penicillinase-producing 
staphylococci. In this case the level of penicillin produced 
in the blood was below that required to kill the organisms, 
but above that required to inhibit multiplication in vitro. 
It was, however, unable to prevent multiplication in vivo, 
since fresh lesions developed during treatment; it is likely 
that penicillin in the neighbourhood of the lesions was 
inactivated by penicillinase. 

For this reason, treatment with penicillin of staphy- 
lococcal invasive disease caused by penicillin-resistant 
organisms is unlikely to succeed. Nevertheless, some 
authorities (for example, Rogers and Louria, 1959) believe 
that occasional infections will respond to 100,000,000 units 
of penicillin per day given intravenously. However, cures 
by such treatment are uncommon, and others (for example, 
Hassall and Rountree, 1959; Boake, to be published) 
consider that a combination of “Chloromycetin” and 
erythromycin, in daily doses of up to 4 grammes of each 
given intravenously, provides an effective initial method 
of treating invasive staphylococcal disease when the 
organisms are penicillin-resistant. 

Treatment may be modified later in the light of the 
antibiotic sensitivities of the causal organism. Newer 
antibiotics —for example, kanamycyn, vancomycin — may 
shortly be .found to be preferable; but until further 
definitive evidence of their superiority is forthcoming, the 
administration of “Chloromycetin” and erythromycin 
together is probably the most effective initial treatment. 

Staphylococcal antitoxin is of doubtful value in this 
condition. In this case, the serum antitoxin level of 2 
units per millilitre was considered to be a reasonable 
response to infection, and antitoxin was not:given. In 
severe infections, such as this, the level may rise io 4 
units per millilitre and higher (Schwabacher and 
Salisbury, 1958), but apparently without influencing the 
course of the illness. 


Treatment of staphylococcal endocarditis with anti- 
biotics must be continued for at least two weeks after 
all clinical and laboratory signs of infection have dis- 
appeared. However, even with rapid and complete eradica- 
tion of the infection, the patient may die from cardiac 
failure because of permanent cardiac damage, particularly 
valve deformity. 

Summary. 

A case presenting the typical features of right-sided 
endocarditis has been described. The causal organism was 
a penicillin-resistant Staph. aureus. The difficulties of 
treating this condition with penicillin are discussed in 
the light of detailed bacteriological examination. 
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SEVERE REACTION TO IRON DEXTRAN. 


By I. J. Forses, M.B., B.S., M.R.A.C.P., 
Department of Medicine, University of Adelaide. 


“IMFERON’” (Benger Laboratories Ltd.) is a widely used 
drug to which intolerance is apparently uncommon. A 
recent clinical experience of a severe generalized reaction 
is reported in this communication. 


Clinical Record. 

A married woman, aged 42 years, with four children, 
was admitted to the Royal Adelaide Hospital on January 
18, 1959, with right upper lobar pneumonia and pleurisy. 
Examination showed the classical signs of pneumonia, but 
otherwise there were no remarkable findings, except for 
pallor suggesting anemia. In particular, no enlargement 
of lymph nodes, liver or spleen was detected. The 
following investigations were carried out. X-ray examina- 
tion of the chest confirmed the presence of consolidation 
of the upper lobe of the right lung. A blood examination 
revealed orthochromic microcytic anemia; the erythro- 
cytes numbered 4,000,000 per cubic millimetre, the hemo- 
globin value was 9-7 grammes per 100 ml.; and the 
leucocytes numbered 14,400 per cubic millimetre. The 
blood urea nitrogen content was 17 mg. per 100 ml. Cul- 
ture of the sputum yielded no pathogenic organisms. The 
urine was normal on microscopic examination. 

Treatment with penicillin and sulphonamides brought 
about an immediate and permanent fall in temperature 
and an improvement in the patient’s condition. Radio- 
logical clearing of the lungs occurred. A blood examina- 
tion on January 22 showed the erythrocytes to number 
4,300,000 per cubic millimetre, and the hemoglobin value to 
be 9-7 grammes per 100 ml.; a similar microcytic picture 
was present. | 

The patient volunteered that she had been anemic for 
Many years, had had heavy, prolonged menstruation 
and had never benefited from iron tablets. She was 
therefore supplied with “Imferon” ampoules, to be injected 
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by her local practitioner. Five 100 mg. ampoules (2 ml.) 
were injected at daily intervals, and on the sixth day a 
5 ml. ampoule was given. During the sixth day, some 
hours after the larger injection, the patient developed 
large weals all over her body and felt quite ill. She 
called her doctor, who gave an antihistaminic by injection 
with symptomatic relief. 

The course was discontinued after a total of six daily 
injections given into the anterior aspect of each thigh. 
These caused considerable pain, and a great degree of 
tiredness followed. She lost her appetite, vomited food 
frequently and became increasingly ill, so that her doctor 
requested her readmission to the Royal Adelaide Hospital 
on February 23. During the month since she was first 
discharged from hospital she had been losing a consider- 
able amount of blood per vaginam. 

Examination of the patient on February 23 showed her 
to be pale and ill. Generalized lymphadenopathy was 
present. There were slightly enlarged, firm glands in the 
cervical chains, and two or three firm glands in each 
axilla, the largest being the size of an almond. Moderately 
enlarged nodes were also present in the groins. Sibilant 
rhonchi’ were heard in the right lower quadrant of the 
chest, but there were no residual signs of the pneumonia. 
The liver was considerably enlarged and smooth, with a 
sharp lower border which reached three fingers’ breadth 
below the right costal margin on deep inspiration. The 
tip of the spleen was palpated. No other abnormal 
physical signs were found. There was no peripheral 
neuropathy or arthritis. No abnormal constituents were 
present on ward testing of the urine. There was a rise 
of temperature to 100° F. on the first three days. 


A number of investigations were carried out. A blood 
count gave the following information: the erythrocytes 
numbered 4,600,000 per cubic millimetre and the hemo- 
globin value was 12 grammes per 100 ml.; the leucocytes 
numbered 6400 per cubic millimetre, and the differential 
count revealed no abnormality. The blood urea nitrogen 
content was 10 mg. per 100 ml. The icteric index was 
3 (normal, 4 to 6). The response to the serum colloidal 
gold test was 3 (normal 0 to 2). The cephalin cholesterol 
test produced a strongly positive result (+++) in 48 
hours. The zinc sulphate turbidity was 8-3 units (normal, 
6 to 12 units). The serum alkaline phosphatase was 
10-0 King-Armstrong units per 100 ml. (normal, 3 to 13 
King-Armstrong units per 100 ml.).  Quick’s one-stage 
test for the prothrombin time gave the result of 10:5 
seconds (control, 10 seconds). L.E. cells were not detected 
on three occasions. The intradermal tuberculin test 
(1:1000) gave a negative result. The erythrocyte sedi- 
mentation rate (Westergren) was 42 mm. in one hour. 
The result of the Paul-Bunnell test was negative. An 
X-ray film of the chest was normal. A sternal marrow 
biopsy was performed; the smear was somewhat hyper- 
cellular, but a normal myeloid-erythroid ratio was found. 
Routine serum agglutination tests gave negative results 
against the following: Salmonella typhi H; 8. typhi O; 
S. paratyphi A, H; 8S. paratyphi B, specific H; S. paratyphi 
B, 0; Brucella abortus; Proteus OX 19. 

The cold agglutinin test gave a negative result at a 
serum dilution of 1:5. The direct Coombs test produced a 
negative response. Examination of a lymph node from the 
left axilla showed that the gland was enlarged by sinus 
hyperplasia; the cytoplasm of the sinus cells was volumin- 
ous, and contained globules of a homogeneous grey-brown 
substance (Figure I) This substance did not give the 
histochemical reaction for ferrous iron, ferric iron or 
melanin. A liver biopsy was taken. The liver architecture 
was normal. Parenchymatous ceils contained rather coarse 
granules of brown pigment, which also did not stain for iron 
or melanin (Figure II). The electrophoretic pattern of the 
serum proteins was as follows: total protein, 6:52 grammes 
per 100 ml.; serum albumin, 3-54 grammes per 100 m1l.; 
alpha-1 globulin, 0-34 gramme per 100 ml.; alpha-2 globulin, 
0-63 gramme per 100 mi.; beta globulin, 0-84 gramme 
per 100 ml.; gamma globulin, 1:17 grammes per 100 ml. 





1For Figures I and II see art-paper supplement. 


The serum glutamic pyruvic transaminase content was 
12 SF units (normal, 5 to 35 units). The serum iron 
content on April 10, 1959, was 153 wg. per 100 ml.; the 
percentage saturation was. 26. 

The patient was kept in hospital for five weeks. During 
that time there was a gradual spontaneous recovery. The 
patient’s well-being improved, and the size of the liver 
diminished rapidly. The improvement was mirrored by 
a fall in the erythrocyte sedimentation rate to 12 mm. 
in one hour, one month after her admission to hospital. 
The blood picture on April 15 was completely normal, 
the hemoglobin value being 15:4 grammes per 100 ml. 
When examined on May 5, she was well. Several almond- 
sized lymph nodes were palpable in both axille and groins. 
The liver was palpable 5 cm. below the right costal 
margin on inspiration. The spleen was not palpable. 

Hysterectomy was carried out on May 22, presenting an 
opportunity to examine the liver, spleen and abdominal 
lymph nodes. They were quite normal. There was no 
evidence of malignant disease in the uterus. 


Discussion. 

The safety of iron dextran (“Imferon”’) was demonstrated 
by numerous trials when the drug was first introduced 
(Cappell, Hutchison, Hendry and Conway, 1954; Jennison 
and Ellis, 1954; Scott and Govan, 1954; Baird and 
Podmore, 1954; Gaisford and Jennison, 1955; Scott, 1956; 
Sturgeon, 1956). 

These trials have proved the suitability and usefulness 
of this preparation for infants, children and pregnant 
women as well as adults. 

Unpleasant side effects are rare, but do occur. No 
deaths have been attributed to iron dextran toxicity. 

Reports of severe side effects have been mostly the 
result of intravenous administration (Callender and Smith, 
1954; Scott, 1956; MacKenzie and Lawson, 1959), and 
resemble reactions encountered after intravenous injection 
of saccharated iron oxide (Ross, 1957)—namely vasomotor 
collapse, dyspnea and cyanosis, and sometimes diarrhea 
and abdominal pains, 

MacKenzie and Lawson (1959) considered two such 
reactions which they observed to be due to anaphylaxis 
rather than toxicity. The urticaria and wheal formation 
which sometimes follow intramuscular injection of 
“Imferon” is evidence of the possibility of an allergic 
reaction to the drug. However, Martin et alii (1955) 
found no evidence of antibody production in rabbits by 
precipitin and complement fixation tests, nor was it 
possible to produce anaphylactic shock in guinea-pigs with 
the preparation. 

The side effects after intramuscular injection are 
usually mild; Jennison and Ellis (1954) found that very 
mild general reactions occurred in 20% of cases—these 
included slight pyrexia, nausea, headache, fainting and 
skin rash. The correct procedure if these symptoms 
occur is to suspend the course for one or two weeks, 
then to use 0-5 ml., 1 ml. then 2 ml. The maximum 
single injection should be limited to 2 ml., and the 
injections should be given only two or three times a 
week (Carnachan, 1959). 

No report has been found in the literature of a case 
with clinical manifestations similar to those in the case 
reported in this paper. Since the globules seen within 
the sinus macrophages of lymph node taken for biopsy 
did not stain as ferrous or ferric iron, it is possible 
that they consisted of the dextran portion of the complex, 
with which the reticulo-endothelial system was temporarily 
unable to deal. 

Dextran itself has been reported to cause allergic 
reactions (Erasmus and Birch, 1952; Wilkinson and 
Storey, 1953). 

Summary. 

Unusual clinical manifestations of toxicity to iron 
dextran given intramuscularly (“Imferon”) are described. 

The patient was a women, aged 42 years, who developed 
urticaria after the sixth daily injection. Generalized 
lymphadenopathy, hepatomegaly and splenomegaly were 
found. 
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Lymph node biopsy showed globules of unidentified sub- 
stance in the cytoplasm of the sinusoidal macrophages, 
and liver biopsy revealed abnormal pigment granules in 
the parenchymal cells. 

The patient recovered completely. 
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TERATOGENIC EFFECTS ON THE HUMAN FQ@TUS 
THROUGH MATERNAL EMOTIONAL STRESS: 
REPORT OF A CASE. 


By ExizasetH K. Turner, M.D., 
Queen Victoria Hospital, Melbourne. 


THE title of this paper appears so incredible that a 
sceptical reaction will undoubtedly occur in many readers; 
and, indeed, there is no conclusive proof that the remark- 
able history which is presented demonstrates that which it 
purports to do—namely, that the operation of very severe 
and prolonged emotional stress of a very specific kind, 
suffered by a young and suggestible mother, was respon- 
sible for an alteration in her physiological processes, pro- 
found enough to produce phocomelia and other skeletal 
abnormalities in her offspring. 

Formerly such an instance would have been regarded as 
a rare and remarkable coincidence; but in the light of 
recent experimental work there may be sound physiological 
factors at work. At least the case is medically authentic 
and well documented, and should be provocative enough 
to stimulate the presentation of other similar reports. 


Clinical Record. 


Early in 1953 a white Australian girl, aged 16 years 
and manifestly pregnant, presented at the out-patient 
department of the Queen Victoria Hospital, Melbourne; 
the period of gestation was estimated at approximately 28 
weeks. The prospective father was a Maltese; the couple 
had sought consent to their marriage from the girl’s 
parents, but had been persistently refused; they had 


applied for advice from both a lawyer and a priest, and 
finally had decided that if the girl became pregnant, 
grounds for the marriage would be irrefutable. 

Thus the girl defied her mother, by whom she had 
previously been dominated, and went to live with the 
Maltese family. As soon .as she found herself pregnant, 
she sought out her mother in a city market-place and 
informed her. On the dates given it is estimated that 
this took place about the fifth or sixth week of the preg- 
nancy. In the hearing of several witnesses the mother then 
cursed .the girl, saying that if she continued with the 
pregnancy the baby would be born “without arms and 
legs, and blind”. The girl was terror-stricken for a while, 
but regained her composure and carried on with the 
pregnancy; but every two or three weeks thereafter, during 
the entire gestational period, she received letters from her 
mother, reiterating her threat. 


In the ante-natal department the girl was reassured and 
received the routine ante-natal care. Her blood was of 
group O Rh-positive; a miniature X-ray film of her chest 
revealed no abnormality; no serological evidence of 
syphilis was forthcoming from the application of the 
Wassermann test. At the seventh month her blood pres- 
sure, urinary findings and diet all appeared normal. 

She made three more visits to the ante-natal department, 
and one month before the date of the delivery she was 
admitted as an in-patient for one week with “pyelitis”—her 
urine contained Escherichia coli. Her hemoglobin value 
was estimated to be 90%, her blood pressure 120/80 mm. of 
mercury. For five days sulphamezathine was given orally. 
Before her discharge from hospital the patient was given 
a general anesthetic, and an external version of the fetus 
was performed from breech to vertex; the fetal heart after 
this procedure was heard on the right side of the mother’s 
abdomen, and the rate was 142 per minute. 


Twenty-one days later the girl was admitted to hospital 
in labour, presumably at term, with the membranes intact. 
When she was examined, no fetal limbs were palpable 
through the abdomen, although there was no hydramnios. 
However, labour progressed normally, the first stage 
occupying 16 hours, the second stage one and a half hours; 
the membranes ruptured at the beginning of this stage, 
and the liquor was noted to be meconium-stained. Pro- 
gressive slowing of the fetal heart rate was considered an 
indication for a low-forceps delivery, and the operation 
was successfully effected. 

The placenta weighed 1 lb. 4 oz.; it contained multiple 
small infarcts and one larger infarct. 


The infant breathed immediately, weighed 5 lb. 12-5 oz., 
and measured 14 in. from crown to rump.’ The legs were 
completely absent, and the arms were represented by short 
remnants. The right shoulder girdle was shortened, and 
only the proximal half of the right humerus was present. 
On the left hand were two fingers only; the fourth and 
fifth digits were absent, the second and third ~ were 
enlarged, with duplication and webbing of the distal 
phalanx of the third finger. Otherwise the infant appeared 
& normal male. A radiographic examination of the skeleton 
two days after birth (Figures I and II)* was reported upon 
in the following terms: 


The skull appears normal. 

The results of moulding are still evident, asymmetry 
of the mandible is noted. 

There is a complete absence of the lower limbs, and 
only the proximal of the right humerus is present. 

The left humerus, radius and ulna are normal, but 
the hand has two fingers only, the third and fourth 
digits being absent. Duplication of the terminal phalanx 
of the second finger is present. 

The remainder of the skeleton appears normal. 


On the advice of the psychiatrist, the mother was never 
informed of the infant’s deformities; but in view of the 
extraordinary history, I personally interviewed the mother 
soon after her recovery from the delivery, and took careful 
notes of her story, especially of the words used by her own 


1For Figures I and II see art-paper supplement. 
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mother during the “cursing”, and the date of this occur- 
rence. 

The Maltese father was quite unable to look at or accept 
the baby, and refused to take it home. He and his family 
were convinced that witchcraft had been practised. 
Although it would have been more intriguing to concur 
with their view, it is believed that far more mundane 
physiological factors were probably at work in this 
instance, 

Severe stress was first ed probably at the fifth week, 
or a few days later. It is ized that at this stage the 
judiments of the limb buds oe already identifiable in the 
foetus, and that by the sixth week the limb buds have 
increased in length, and that three segments can be recog 
nized, especially in the upper limbs. It is probable that 
the two fleshy buds, not larger than the tip of an index 
finger, found attached to the skin in the regions of the hip 
joints in this infant, may have represented the aborted 
srowth of limb buds. 

The infant thrived, and remained in the hospital of his 
birth for six months. His eyes were examined by the 
honorary ophthalmologist, who reported that the optic 
disks were a little pale, but the vessels appeared normal; 
the infant did not appear to be blind. At the age of six 
months he was transferred to a babies’ home, where he 
died one month later of furunculosis and septicemia. 

The mother was discharged home, well, on the tenth day, 


and several years later attended the hospital with a mis- 
carriage at approximately ten weeks’ gestation. 


Comment. 
Giroud and Martinet (1956) found an incidence of micro- 


melia in 4% of the offspring of rats fed excessive doses of 
vitamin A late in the gestational period. 


Landauer (1954) also showed that physostigmine, an 
anti-cholinesterase, given to the pregnant rat, reduced the 
size of the limbs of the offspring, and caused the tibie 
to be bent and the feet to be affected. 

Karnofsky et alii (1954) experimented with the effect of 
quaternary ammonium and cholinergic drugs on skeletal 
development of the chick embryo, and demonstrated that 
physostigmine could cause fusion of the cervical vertebre 
and reduction in limb size in the embryo. 

Dagg (cited by Mintz, 1956) gave the antibiotics 
azaserine and 6-diazo-5-oxy-L-norleucine (both antimetabo- 
lites) to chick embryos on the third day of incubation 
when small limb buds were present, and produced phoco- 
melia in many instances; often the tibia was normal, but 
the femur was absent or rudimentary, the humerus absent, 
and the radius reduced. 

Micromelia or phocomelia in chick embryos has been 
produced by a number of unrelated agents, among them 
the cholinergic drugs, physostigmine and pilocarpine, and 
methionine,~ sulfoximine, sulfanilamide, triazine and 6- 
amino-nicotinamide. 

Choline or a choline ester is produced at the para- 
sympathetic nerve endings, and a centre for the autonomic 
nervous system has been postulated in the hypothalamic 
region, which is known to be affected by various emotional 
stresses. 

To prolong this report would be to enter the realm of 
unscientific conjecture and speculation, and it is therefore 
concluded, with an expression of hope that it may stimu- 
late others with experience of similar cases to document 
and record them. 


Summary. 

A case is reported of a very specific and severe emotional 
stress, applied early in an otherwise normal pregnarcy, 
which may have caused profound teratogenic effects of a 
predicted type in the offspring. 


Some experimental work in animals is adduced in sup- 
port of the reasonableness of the explanation of the infant’s 
abnormalities; and the case thus recorded is presented 
because it provided a unique opportunity for the scientific 
observation of an extraordinary series of events. 
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TRAUMATIC FOREQUARTER AMPUTATION. 


By AntHony Hopexinson, F.R.C.S., F.R.C.S.E., F.R.A.C.S., 
Department of Orthopedics, Mater Misericordie Hospital, 
North Sydney. 


Tue clean, incisive type of traumatic forequarter amputa- 
tion is a rare occurrence. Such trauma is usually asso- 
ciated with other serious injuries which prevent survival. 
Recently, D. S. Pracy described a case of traumatic fore- 
quarter avulsion, with survival after some skin loss. G. D. 
Morgan described two similar cases of traumatic avulsion 
in workers in Witwatersrand. These avulsions were the 
result of the arm being caught in conveyor belts. Early 
blood replacement after control of bleeding from the 
major vessels considerably assisted survival. 


Clinical Record. 

At midday on March 23, 1959, a bus in which Mrs. A., 
aged 38 years, was a passenger ran into a heavy truck. 
She was sitting next to a window on the near side as’ the 
end of the truck struck the side of the bus, tearing it open. 
The woman was given first aid by a passing ambulance, 
and taken to a hospital within 20 minutes of the accident. 

On her admission to hospital, she was semi-conscicus. 
Her blood pressure was 90/70 millimetres of mercury and 
only a moderate amount of blood was oozing from the 
shoulder wound. There was a large deep laceration over 
the posterior aspect of the left thigh, which bled con- 
siderably. (This injury severed the hamstring muscles, 
exposing the intact sciatic nerve.) 

One hour after the accident, two pints of blood had 
been given and the blood pressure was 120/80 millimetres 
of mercury. X-ray pictures were taken, and the patient 
was transferred to the operating theatre. The shoulder 
dressing was not disturbed till the patient had been 
anesthetized and prepared for operation. 

It appears that the force of the impact threw the woman 
forwards and laterally, so that the left arm passed 
through the window as far as the axilla. The bus 
momentum caused the steel window frames and steel 
side to be compressed against the truck table. This 
resulted in an incisive forequarter amputation, leaving 
the inferior angle of the scapula, with the clavicle as 
shown in Figure I? The trauma fractured the angles of 
the second, third and fourth ribs, cutting the anterior 
and posterior axillary muscle folds cleanly to the level of 
the thoracic cage. The ribs mentioned were exposed, the 
intercostal and parietal pleural movements being visible 
in the intercostal spaces. 

At operation, the axillary artery and vein were found 
severed at the level of the second part. The artery was 
contracted, sealed and pulsating, lying surrounded by the 
severed fibres of the brachial plexus. The axillary vein 
was also adequately sealed. 

Detailed débridement was carried out and hemostasis 
was established. The attenuated nerve trunks were 
trimmed back to lie deeply. The skin edges were excised, 
and the flaps came together easily over a flap of remaining 
latissimus dorsi and pectoralis major muscle. These latter 
acted as a pad for the nerve roots and axillary vessels. 
The outer third of the clavicle was trimmed to allow 





1For Figures I and II see art-paper supplement. 
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adequate muscle and skin cover (Figure II). Superior and 
inferior drainage was established through stab wounds. 
The superior drain was removed in 48 hours, and the 
inferior stab drain was removed after gradual shortening 
over seven days. Appropriate tetanus cover and antibiotic 
prophylaxis were given. 

The shoulder wound healed primarily in 14 days, 
although the thigh wound took a further three weeks to 
close in and dry completely. 


Figure III. 


At follow-up examination of the patient on November 
30, 1959, some local wound tenderness was found on pres- 
sure at the shoulder. Healing remained complete and firm. 
(See Figure III.) 
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Reviews, 


at at A, Comparative Analysis of Clinical Pictures. 

Carl Frankenstein, Ph.D.; New York and 

Conon: Grune and Stratton, 9” x 53”, pp. 208. 
Price: $6.75. 


“I wisH I really knew what people are referring to when 
they speak of psychopaths.” This opening remark of Lord 
Percy, the chairman, in the “Proceedings of the Royal 
Commission for Mental Illness’, echoes what many of us 
feel. This book is an attempt to explore and’ define the 
condition of psychopathy—to tell us what it is. 


Carl Frankenstein describes two life tendencies, towards 
“staticness” and towards “expansion”. Expansion répresents 
the incorporating aspects of new experience. Staticness 
represents the organization and synthesis of experience 


Ine. 


incorporated. Normally these tendencies alternate’ to 
produce an equilibrium or polarity. In certain psychotic 
and neurotic states staticness is predominant. In psychopathy 
expansion is predominant. In some way the psychopath 
is a go-getter who does not know what to do with what 
he gets and is driven to go on getting. Together with 
this predominant expansive tendency or ego-inflation, there 
is in the psychopath a failure to internalize much experi- 
ence and an absence of anxiety so basic as to be either 
inherited or derived from an early phase of the mother- 
child relationship. The author glaborates why his concepts 
explain the psychopath’s 1 f anxiety and constant 
repetition of pathological patterns of everyday behaviour. 
That is a summary of what the author communicates, so 
far as one can disentangle it, for the book suffers from a 
certain verbosity and obscurity common in psychological 
works. When the author writes “We shall try in this book 
to clarify the concept of psychopathy”, one would imagine 
he would think clarity of expression and style important. 
Under “The Elements of Psychopathy” at the beginning 
one might expect something elemental, but one reads: 


Polarity means that the ego can fulfil its organiza- 
tional and synthesising functions only to the extent that 
it is able and ready to be receptive vis-a-vis the non- 
ego, and that the latter, in turn, is intentionally directed 
toward the ego in its changing actuality while, at the 
same time, being the object of its activity. Simultaneity 
and exchangeability of these subject object positions is 
the structural condition of normal ego development. 


The author examines all kinds of psychopathic behaviour, 
including the newly emerging pattern of adolescent law- 
lessness, and he contrasts it with conditions ranging from 
cerebral dysfunction to artistic creativeness. As this book 
is a sincere and thoughtful attempt to add to our knowledge 
of this difficult subject, it is a pity that the reader needs 
to be sophisticated in the author’s particular kind of psych- 
ology. We fear that if Lord Percy reads it, he still will 
not know what people are referring to when they speak 
of psychopaths. 


and Gynecology, Volume 2, Number 4, 

“Cesarean Section”, edited by Edwin 
J. de Costa, M.D.; “Advances in Gynecologic Surgery”, 
edited by S. B. eae M.D.; 1960. New York: 
Paul B. Hoeber, Inc. 93” x 6”, pp. 929- 1228, with many 
illustrations. Price: $18 per year. 


In this book the symposium on “Cesarean Section” is 
opened by the guest editor, Edwin de Costa, who writes 
on the indications for Cesarean section and the changing 
attitudes to these. 

Colonel H. L. Riva, in a well-illustrated paper, discusses 
trans-abdominal techniques in Cesarean section, while 
Edward G. Waters describes in detail the supravaginal 
extraperitoneal operation. 

Greenhill writes the chapter on anesthetics, concentrating 
on the technique of local anesthesia. There is a frank 
account of maternal mortality and morbidity by Richard 
Bryant, with suggestions aiming at further reductions in 
the diminishing incidence. Reis, of Chicago, gives the 
history of Czsarean hysterectomy. He summarizes the 
arguments for and against the elective procedure, an opera- 
tion advocated frequently in recent years for the purpose 
of sterilization. Hesseltine, in a survey of the literature, 
shows that the hazard to the fetus in elective abdominal 
delivery is greater than that of vaginal delivery, and that 
prematurity and respiratory distress are less frequent in 
cases in which labour has begun. Kaltreider and Krone 
point out the difficulties in assessing the reported experi- 
ences in delivery following Czsarean section and the 
inadequate nomenclature for types of uterine rupture. 
They detail the absolute indications for repeat sections, 
and the requirements for management of post-section 
vaginal delivery. There is an interesting account of the 
clinical and legal aspects of post-mortem Czesarean section. 


A report from the Johns Hopkins hospital on the surgical 
treatment of congenital anomalies of the uterus and vagina 
opens the symposium on “Advances in Gynecologic Surgery”. 
Operations for infertility are described by Mastroianni and 
Buxton and those for habitual abortion by Lash. These 
are well-illustrated papers. Professor M. Edward Davis of 
Chicago discusses various operative procedures performed 
at the time of Cesarean section. It is of interest to note 
that the section rate at Chicago Lying-In Hospital. has 
been 5% for many years, and that of these cases, in the 
last twelve years, hysterectomy has been performed in 19%. 
That is to say, one patient in every hundred leaves hospital 
without her uterus. Abnormalities of the uterus, and steri- 
lization are the main indications. The etiology and treat- 
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ment of pain due to endometriosis are well discussed by 
Roger -B. Scott, with the accent on conservative surgery. 
D’Esopo makes some interesting points in the selection of 
patients for vaginal operations. He describes vaginal 
hysterectomy leaving behind a longitudinal section of cervix. 
Three techniques of vaginal hysterectomy are described and 
illustrated by Pratt of the Mayo Clinic. Corscaden writes 
on the techniques of radium application for cancer of the 
cervix at Sloane Hospital (New York) and appraises the use 
of radiotherapy in other gynecological cancers. There is 
a beautifully written chapter on pelvic exenteration by 
Langdon Parsons. He stresses the importance of selection 
of suitable patients, the preparation for operation, the 
hazards, the post-operative management and the results, 
as well as giving a short account of the technique. 

This number ends with a special article on “The Gynzco- 
logic er and includes a cumulative index for 
Volume 2, 


Surgical Technique. By S. Power, M.S., F.R.C,S.; Second. 


Edition; 1959. London: William Heinemann Medical 
Books Limited. 73” x 52”, pp. 421, with illustrations. 
Price: 40s. (English). 


THE best way to learn surgical techniques is to watch, 
or better still to assist, an experienced surgeon. This is 
not always possible, and then the printed descriptions by 
an acknowledged expert of his particular methods are of 
tremendous value. However, any surgical training pro- 
gramme worthy of the name includes ample opportunities 
for assisting, and it is thus a little startling to read in 
Mr. Stephen Power’s preface that “a young surgeon’s 
training must be largely academic, with the result that, 
though a Fellow of the Royal College of Surgeons, he often 
finds himself knowing a great deal more about operations 
than about operating”. 

This little book contains descriptions of even the most 
elementary matters, and is much more suitable for students 
and junior house surgeons than for more senior surgical 
trainees. A large number of subjects are considered but 
most of them are not fully discussed. Unfortunately, this 
gives the impression that the book has been compiled 
rather hastily, and this impression of superficiality is 
increased by the colloquial style of the writing. The book 
would be improved by a rearrangement of the chapters. 
Thus, at present, that on knot-tying follows that on the 
technique of bowel anastomosis after some 250 pages. Details 
of sterilization and disinfection of dressings and instru- 
ments are included. These are of interest, but are hardly 
suitable for the elementary trainee who needs to be shown 
how to tie knots. This chapter, and that on various suture 
materials, are found towards the end of the book. It would 
have been mcre logical to consider these subjects near the 
beginning. 

The author states that when he required such a book 
as this it was not available. This is certainly not the case 
now. Other volumes on surgical technique are available 
and can be recommended in preference to this one. The 
relative cheapness of this book is one of its few advantages. 


The 20th Century and Your Heart: Arteriosclerosis, Angina 
Pectoris, Coronary Thrombosis, By Henry J. Speedby, 
M.D.; 1960. London: Centaur Press Limited. 84” x 5%”, 
pp. 192. Price: 18s. (English). 


TuHBE practice of writing medical books for patients rather 
than for doctors is more prevalent in America than in Great 
Britain. Indeed, the practice was formerly discouraged, and 
it is only of recent years that official medicine has taken 
any literary part in “positive health’ education. There is 
much to be said for and against the encouragement of 
patients at large to undertake medical reading, and there 
are many in whom such a practice may increase anxiety 
and introspection. The attending doctor is in the best posi- 
tion to judge how much each patient should be allowed to 
study his disease in books. 

Dr. Speedby, obviously, has had long experience in the 
treatment of patients with ischemic heart disease. His book 
is designed to inform the patient about the biological and 
etiological factors, so far as they are known, of arterio- 
sclerosis, angina pectoris and coronary thrombosis. The 
title presumably refers to the present position in regard to 
what is known of the causative factors, to modes of presen- 


tation and to the management of arterio-sclerotic heart ~ 


disease in the present century. These are described in 
simple enough language indeed, in a fluent’ conversational 
style, which is most commendable from one most of whose 
life has been spent in northern Europe. The author displays 
an excellent knowledge of medical, biblical and _ topical 
history. However, he is often inclined to stray into clinical 
descriptions and polypharmacy, which are out of place and 


even undesirable in a book of this character. As a result, 
a glossary of medical terms has been added. At times he 
is frankly garruious, and a full description of President 
Hisenhower’s coronary attack is as dramatic as it is 
redundant. The historical chapter “Angina Pectoris: A 
Backward Glance’, is one of the best in the book, and 
contains material of value for anyone preparing a lecture 
on cardiac pain. The other sections contain referénces to 
many forms of epidemiology and ethnological and bio- 
chemical inquiry, which are catalogued uncritically. A 
summary at the end of each chapter, setting out the 
author’s own conclusions for the benefit of the lay reader, 


would be a wise addendum. However, Dr. Speedby has 


covered the field very thoroughly and speaks at length 
about the questions patients most frequently ask, such as 
those relating to food, alcohol, tobacco and sexual relations. 
His knowledge of Continental research in this field is con- 
siderable and of much interest to British medical readers. 
His attention to detail in treatment and his obvious sincerity 
and sympathy, as well as his wish to encourage the cardiac 
sufferer to become optimistic and a philosopher, are 
indubitable. 


The Biochemical Response tto Injury. A Symposium 
organized by The Council for International Organiza- 
tions of Medical Sciences, established under the joint 
auspices of UNESCO and WHO; edited by H. B. Stoner 
with the assistance of C. J. Threlfall; 1960. Oxford: 
Blackwell Scientific Publications. 83” x 5”, pp. 480, 
with many illustrations. Price: 57s. 6d. (English). 


In September, 1958, there was held an international 
symposium on the biochemical effects of injury. Such 
meetings are of great value for at least three reasons: they 
permit the participants to meet and discuss mutual problems; 
these meetings should show the world that the science and 
art of medicine are international in the broadest sense; 
the published proceedings from the symposia supply a use- 
ful summary of present knowledge and current research. 
The book under review indicates how well these criteria 
for a successful symposium may be met. 

The book as a whole is beautifully produced. The articles 
are all of high standard and many are excellent. It is a 
pity that one of the papers is published in French, although 
an adequate English summary is supplied. The discussions 
at the end of each paper are well recorded in a manner 
which makes for easy reading. 

Many of the subjects presented concern cellular bio- 
chemistry following injury, and it is not surprising there- 
fore that several of these papers cannot supply any final 
answers. This is to the credit of the authors, who are not 
to be led astray by smooth theories. Miles and Wilhelm 
describe experiments on the activation of endogenous sub- 
stances inducing pathological increase in capillary perme- 
ability. A surprising number of substances of widely 
different types are capable of this result, but unfortunately 
the problem of how to reverse abnormal capillary perme- 
ability remains a mystery. 

Several aspects of the biochemical reactions to ischemia 
are discussed in some detail, but it is disappointing to see 
how many and how large are the gaps in human know- 
ledge. The Hungarian workers Kovack and Fonyo describe 
some fascinating cross-circulation experiments, the results 
of which indicate the importance of central nervous system 
damage in the production of irreversible shock. 

Subjects of more immediate clinical interest are: the 
disturbances of protein metabolism following injury, by 
Cuthbertson; fluid, eletrolyte and plasma protein disturb- 
ances in shock, by Millican; and some problems of water 
metabolism following surgery, by Wynn. Each of these 
papers is excellent. 

This is a good symposium and well worth reading by 
all who are interested in the care of patients with serious 
trauma, whether accidental or surgical. 


Primary Tumors of the Pelvic Bones: A Roentgen Diagnostic 
Study of Eighty-Three Cases. By Carl Gustav Helander 
and Ake Lindbom; “Acta Radiologica”, Supplement 152; 
1957. Stockholm: Acta Radiologica. 94” x 7”, pp. 62, 

_ with 48 illustrations. Price: Sw. Kr. 25. 


Tus small publication, a supplement to Acta radiologica, 
is one of the very few works giving descriptions of tumours 
of the pelvic bones. 

A very sound basis has been adopted. Diagnosis of pelvic 
bone tumours has always been a matter in which, as the 
authors indicate, about one-third are placed in a category 
in which a reasonably accurate diagnosis can be made one- 
third in a category in which a fairly good assessment of 
the probable pathological picture is possible, and the third 
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in that category in which a more exact diagnosis than pelvic 
bone tumour is not practicable. Consequently, it has been 
accepted by the authors that biopsy in every possible case 
is to be a most important and, in fact, the deciding factor 
in the ultimate diagnosis. 

The tumours are well classified, but the acceptance of 
Ewing’s sarcoma as an entity is today a matter of contro- 
versy. The illustrations are good, but one is more impressed 
by the fact that though many lesions present similar radio- 
logical characteristics, the final diagnosis can be made only 
by pathological examination. A small chapter on differential 
diagnosis is of great value. The authors stress that meta- 
static lesions are much more common in the pelvis than 
primary ones, and consequently that a single lesion, unless 
very characteristic, at once demands a full search for a 
primary tumour somewhere else. Another important point 
is that the localization of the tumour, the anatomy of the 
bone, the patient’s age and the mode and rate of growth 
will all influence the radiological appearance of the tumour 
and so make the diagnosis more difficult. 

This is a publication of great value, and much work has 
gone into compressing so much information into such a 
small compass. 


The Chemistry of Heredity. By Stephen Zamenhof, Ph.D.; 
1959. Oxford: Blackwell Scientific Publications. 
834” x 54”, pp. 106, with 10 figures and 7 tables. Price: 
34s, (English). 

Tus is a volume in a new series, “American Lectures 
in Living Chemistry”. Written by a well-known investi- 
gator in this area of biochemistry, it comprises chapters 
on the following topics: mechanisms of heredity; heredity 
determinants as chemical substances; the nucleic acids; 
mutation; intermediary system and cytoplasmic inherit- 
ance; the peripheral reactions; hereditary defects in man. 

These chapters are to be read as lectures, not as erudite 
essays. The author has presented much of the information 
with its historical development of ideas as the main method 
of instruction. Necessarily in a book of only eighty pages 
there is room for some readers to disagree about what 
should have been included. In any case, these are very 
informative lectures on aspects of biochemistry with great 
current significance. In his introduction, the author suggests 
for practitioners three applications of the research in this 
field—human heredity, cancer and pathogenic micro- 
organisms. The general reader can read these lectures with 
great profit. By -way of criticism of the publishers, not 
the author, it is surprising that the publication of lecture 
material, necessarily somewhat ephemeral, should be 
arranged so expensively. 


A Treatise on Hygiene and Public Health: With Special 
“4 ed to the Tropics. By Birendra Nath Ghosh, 
F.R.F.P.&S. (Glas.), F.R.S. (Edin.). Edited by Rabindra 
Nath Ghosh, M.B., B.S:, D.T.M. (Cal.), D.P.H. (Lond.). 
Fourteenth Edition; 1959, Calcutta: Scientific Publishing 
Company. 84” x 5”, pp. 955, with 163 illustrations and 
many tables. Price: Rs. 22.50nP or 40s. 


THE first edition of this book appeared almost fifty years 
ago. The present work, now in its fourteenth edition, has 
been edited by Dr. R. N. Ghosh, after the death of the 
author, Dr. B. N. Ghosh, in 1957. 

Since the previous edition some six years ago, two new 
chapters have been added, one on health education, the 
other on rural health services. World Health Organization 
reports have been a source of added information, whilst 
recent advances in the sphere of public health in India 
have been taken into account. In addition, changes in the 
organization of the health services in West Bengal have 
been included. 

The rather high standard set in previous editions has 
been maintained in this readable and adequately illustrated 
book. The chapter dealing with epidemiology and prevent- 
ible diseases is well documented and worthy of special 
mention. The health problems associated with religious 
festivals, particularly the pilgrimage to Mecca, are of 
interest and are a reminder of the freedom we enjoy in 
this country from exotic diseases such as cholera, etc. 

The majority of textbooks on public health devote a 
considerable amount of space to legislation in the particular 
country of origin. This limits the usefulness of such works 
to readers in other countries. In Ghosh’s_ book, 
discussions on Indian and British health legislation are 
kept to a minimum; thus it compares favourably in this 
respect with many British and American books. 

Those with a special interest in tropical health will find 
this work of considerable value. It should be worthy of 
a place in the library of all health officers and to others 
interested in the many phases of public health. 
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[The mention of a book in this column does not imply 
that no review will appear in a subsequent issue.] 


“Tumors of rer ee A Clinical Treatise’, by Harold W. 
Dargeon, M.D.; 1960. New York: Paul B. Hoeber, Ince. 
10” x €3”, pp. 438, with illustrations. Price: $20.00. 


“Radiation: Use and Control in Industrial Application”, 
by Charles Wesley Shilling, M.D., Sc.D.; 0. New York 
oa76. London: Grune & Stratton. 84” x 5”, pp. 232. Price: 


“Practical Clinical Management of Electrolyte Disorders”, 
by William J. Grace; 1960. New York: Appleton-Century- 
Crofts, Inc. 8” x 53”, pp. 144. Price: not stated. 


“Food for Longer Living’, by R. C. Hutchinson, D.Sc. 
(Melb.); 1960. Parkville: Melbourne University Press; 
London and New York: Cambridge University Press. 73” x 
44”, pp. 110. Price: 5s. 6d. 


“A Synopsis of Public Health and Social ae by-~ 
A. J. Essex-Cater, M.R.C.S., L.R.C.P., D.C.H., D. Be 
F.R.A.I.; 1960. Bristol: John Wright. & Sons Ltd. 74” x 43” 
pp. 576. Price: 55s. (English). 


“The Heart in 5 arr by Twenty-Four Authors, 
edited by Leon J. Warsh M.D., F.A.C.P.; 1960. New 
York: Paul B. Hoeber. 93” x ie pp. 704. Price: $16.00. 


“The Liver and Cancer: A New Cancer Theory”, by 
Kasper Blond, M.D., F.I.C.S.; Second edition, 1960. Bristol: 
John Wright & Sons Ltd. 83” x 53”, pp. 416. Price: 35s. 
(English). ‘ 


“Annual Review of Biochemistry”, Volume 29, edited by 
J. Murray Luck; 1960. Palo Alto: Annual Reviews, Inc. 
83” x 52”, pp. 796. Price: $7.00. 


“Intra-Osseous Venography”, by Robert A. Schobinger, 
M.D.; 1960. New York and London: Grune & Stratton. 7” x 
10”, pp. 256, with many illustrations. Price: $14.50. 


“Physiology in Industry: Evaluation of Industrial 
Stresses by the Physiological Reactions of the Worker”, 
by Lucien Brouha, M.D., D.Sc., with a chapter by John A. 
Zapp, Jr., Ph.D.; 1960. Oxford, London, New York, Paris: 
Pergamon Press. a” x. 6”, OD. 158, with tables. Price: 40s. 
(English). 


“A Synopsis of Biology”, by W. B. Crow, M.Sc. (London 
and Wales), Ph.D., Se. (London); 1960. Bristol: John 
Wright and Sons Ltd. 74” x 43”, pp. 1072, with 327 illus- 
trations. Price: 90s. (English). 


“The Poliomyelitis Outbreak in Copenhagen in 1952: 
Epidemiological Studies”, by Alfred Lindahl, Supplementum 
355, 1960. Copenhagen: Acta Medica Scandinavica. 94” x 
63”, pp. 168. Price: Subscription. 


“A Handbook of Pediatrics for Nurses in General Train- 
ing’, by Q. M. Jackson, D.N. (Lond.); Second edition, 1960. 
London: H. K. Lewis & Co. Ltd. 73” x 49”, pp. 114. Price: 
12s. 6d. net (English). 


“Connective Tissue and Diseases of Connective Tissue”, 
edited by Bernard M. Wagner; Annals of the New York 
Academy of Sciences. Volume 86, Art. 4, June 30, 1960. 
New York: The New York Academy of Sciences. 9” x 6”, 
pp. 875-1132, with illustrations. Price: not stated. 


“The Reticuloendothelial System (RES)”, edited by John 
H. Heller; Annals of the New York Academy of Sciences, 
Volume 88, Art. 1, June 21, 1960. New York: The New York 
Academy of Sciences. 9” x 6”, pp. 1-280, with illustrations. 
Price: $3.50. 


“Symposium on Congestive Heart Failure”, 
Herrman L. Blumgart, M.D.; Monograph No. 1, 
York: The American Heart Association. 103” x 7%”, 
with illustrations. Price: not stated. 


“The Medical Clinics of North America: Common Neuro- 
logic Problems”, Mayo Clinic Number; Volume 44, Number 4, 
July, 1960. Philadelphia & London: Ww. B. Saunders Com- 
pany; Melbourne: W. Ramsay (Surgical) Limited. 9” x 5%”, 
pp. 861-1136, with illustrations. Price (per annum): Cloth 
binding: £8 as. 6a.; paper binding: £6 15s. 


“The Surgical Clinics of North America: Surgical Tech- 
nique’, Lahey Clinic Number; Volume 40, Number 3, June, 
1960. Philadelphia & London: WwW. B. Saunders Company; 
Melbourne: . Ramsay (Surgical) Limited. 9” x 5%”, pp. 
575-859, with illustrations. Price (per annum): Cloth 
binding: £8 2s. 6d.; paper binding: £6 15s. 


“Philosophical Systems: A  Categorial Analysis”, by 
Everett W. Hall; 1960. Chicago: ae + ss perige tof of Chicago 
Press. 83” x 53”, pp. 184. Price: $4.0 
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THE LABOUR PARTY’S COMMONWEALTH HEALTH 
POLICY. 


THE British Medical Association is not a party political 
bedy. It is inevitably from time to time involved in 
political activity because of the increasing concern of 
governments with medical services, but it has refused 
to allow itself to become involved with any political party 
as such. When matters of principle have appeared to be 
at stake, it has openly opposed the policies of governments 
of widely differing party views. Normally, however, it 
cooperates fully in the operation of the medical and 
preventive medicine programmes of State and Federal 
Governments irrespective of what party is in power. It 
may be, and indeed is, considered a presumption by some 
people that medical practitioners should think that they 
know what is best for the people in medical matters and 
that they should, through their own Association, make 
known:-and press for the acceptance of their views by 


governments. Where the presumption comes in is not 
clear, unless we insist on thinking in terms of that blessed 


yet sinister phrase “pressure groups”. Doctors must by 
the nature of things have a view of these matters based 
on first-hand knowledge. No portion of the community is 
in closer daily contact with people, and no one could 
very well be as much acquainted with people’s medical 
needs. If, being closely involved personally in any govern- 
ment medical scheme, they are also concerned with how 
it will affect themselves or their interests, there is nothing 
remarkable in that. Every section of the community 
watches its own legitimate interests. If the doctors’ views 
are essentially selfish, then by all means let them be 
discounted, or at any rate be known for what they 
are. Medicine is too vital a matter to be governed by 
anyone’s selfishness, and we would not attempt to hide or 
to defend the primarily selfish views sometimes put 
forward by doctors or groups of doctors. In general, 
however—and without being smug, we believe this to be 
true— most doctors are genuinely convinced that their 
patients and the people generally should get sound medical 
care and should enjoy the benefits of intelligent preventive 
medicine; and they have much experience from which to 
judge what is best. If individual views are sometimes a 
bit lop-sided or wild, the collective view, sifted and set 
in order by the profession’s experienced leaders, can never 
sensibly be disregarded. 

At present the medical profession is thinking very hard 
about the Federal Government’s National Health Scheme 
in its various aspects, and the B.M.A. through the Federal 
Council is doing its best to formulate a constructive 
approach that will take into account the legitimate view- 


points of Government, people and profession. We have no 
wish to try to anticipate the result of these deliberations 
just now. However, it can be fairly asserted that the 
policy ultimately adopted, whether it means full coopera- 
tion or open conflict with the Federal Government, will 
not depend on considerations of party politics. For this 
reason it is in order that, while looking around, we should 
examine the health policy of the Opposition party in the 
Federal Parliament and weigh its merits against what 
the Government has to offer. 

The Australian Labour Party adopted a Commonwealth 
Health Policy at its twenty-third Commonwealth Con- 
ference held in Canberra on May 11, 1959. It was prepared 
by an official national health committee, with Mr. Allan 
Fraser, M.H.R., as its chairman, and appears in summary 
form in No. 7 (dated April 20, 1960) of the series of 
pamphlets “Labor Speaks” published by the A.L.P. 
Federal Executive. The policy is stated to aim at “the 
establishment on a national basis of a complete health 
service, to be both curative and preventive in its 
activities’. Broadly and without necessarily limiting the 
scope of the scheme, it is considered that it should 
provide for the following services: general practitioner; 
specialist; hospital; mental health; convalescence; dental; 
optical, hearing services and appliances; pharmaceutical; 
maternity; clinics; home help; costs; administration; 
research. The general practitioner service envisaged 
includes: (a@) encouragement, with adequate subsidies, of 
group arrangements with medical practitioners for medical 
services to groups on either a salaried or a per-capita 
basis; (b) repeal of the requirement that to obtain 
Commonwealth benefit the patient must be a subscriber 
to a registered society, with the provisos that some 
financial responsibility should remain with the patient 
and that voluntary insurance would be encouraged; (c) 
provision of a salaried medical service for sparsely settled 
areas and provision of funds to subsidize medical and 
nursing services in country areas generally. The hospital 
policy has two main points: (@) a national hospital service 
including hospitalization without charge and without 
means test in public wards of public hospitals and 
equivalent financial benefits for patients in approved 
private hospitals and in intermediate and private wards 
of public hospitals; (b) repeal of the requirement that 
to obtain a major portion of Commonwealth benefit the 
patient must be a subscriber to a registered society, with 
the proviso that voluntary insurance would be encouraged. 
The policy with regard to specialist service is that patients 
in all wards of public hospitals should have the option 
of utilizing, without charge, the services of specialists 
(particularly surgeons) remunerated by salaried or 
sessional fee, the number of such specialists to be increased 
as demand for their services increased. Expansion of 
mental hospitals and of facilities for treatment of mental 
patients would: be provided for by the Commonwealth’s 
making available the necessary finance to the States. Free 
dental and optometric services would be provided for all 
children under the age of 16 years, and hearing aids would 
be provided free for children under the age of 16 years, 
for pensioners and for others unable to pay for them. 
Preventive medicine would receive active and substantial 
support, especially in its application to industry and in the 
investigation of radiation hazards. Research would be 
assisted by the sponsoring of visits to Australian medical 
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schools by persons eminent in medicine from overseas and 
the endowment of visiting chairs and lectureships in the 
schools to be temporarily tenable by overseas authorities 
in medicine. Additional medical schools would be provided 
in the universities. A system of Commonwealth medical 
and dental scholarships would be established, to be avail- 
able to approved undergraduates who contracted to work 
for the purposes of the Commonwealth for a specific 
period after graduation; extension of fellowships at the 
post-graduate level would be available without means tests, 
and an adequate living allowance would be provided. Pre- 
natal and maternity care would be provided without 
charge. Domiciliary services, radiating from hospitals, 
etc., would be provided for the treatment of chronic and 
convalescing patients in cooperation with their own 
physician, and there would be an extension of home 
health schemes, Pensioner medical services would be 
available to all pensioners under the Commonwealth Social 
Services Act. Federal diagnostic clinics would be estab- 
lished. Artificial limbs would be provided without charge 
to those in necessitous circumstances requiring them. 
Steps would be taken with a view to amendment of the 
Commonwealth Constitution to confer on the Federal 
Parliament “power concurrent with that of the States in 
matters of health, including power to provide Australia- 
wide control of the standard and purity of drugs, and 
also the registration on an Australia-wide basis of medical, 
dental and allied personnel”. 


In a foreword to this summary of the Labour Party’s 
policy Mr. Allan Fraser points out that the policy is not 
as full as might be desired, but there are limiting factors. 
The first is that the Commonwealth Constitution imposes 
limits on the health powers of the Australian Parliament. 
“Thus the voluntary cooperation of doctors becomes 
essential to make any national health plan work. The 
B.M.A. at present is wedded to fee-for-service and, putting 
it mildly, does not favour per capita or salaried systems.” 
The second factor is that to provide a complete national 
health service free to the user would require up to 
an additional £200,000,000 annually from consolidated 
revenue, and this, Mr. Fraser acknowledges, can come 
only from taxation. He considers that the policy as 
adopted comes within the existing health powers of the 
Australian Parliament and that it can be inaugurated 
without requiring heavy new taxation. Referring to the 
policy on general practitioner service, Mr. Fraser states 
that it must be borne in mind that, even if it were 
desirable to do so, the existing fee-for-service general 
practitioner system in Australia could not be transformed 
to a per-capita system as in Britain. “The Constitution 
does not empower such a change and B.M.A. agreement 
to it is not obtainable.” However, he continues, as the 
per-capita system has particular advantages the Labour 
Party proposes to encourage, by adequate subsidies and 
in other ways, the making of voluntary new arrangements 
between doctors and patients, apparently on the lines of 
the old friendly society system. While the fee-for-service 
system continues in general practice, the Labour Party 
believes that the existing system of Commonwealth benefits 
should also continue, but it insists that membership of a 
registered private society should not be necessary to 
qualify for a Commonwealth benefit. Membership of such 
societies would be encouraged, but any element of com- 
pulsion would be withdrawn. To minimize abuses it is 


believed that, except in the Pensioner Medical Service, 
some part of the payment to the doctor should be the 
responsibility of the patient himself. Commenting on the 
provision of scholarships Mr. Fraser states: “We trust 
that implementing of our proposals for medical and dental 
scholarships will mean the turning out of increasing 
numbers of keen and highly trained young men and women 
sympathetic to proposals for a full national health service 
and eager to work for their accomplishment.” 

We publish this summary of the Australian Labour 
Party’s policy with some of Mr. Fraser’s comments for 
consideration on their merits. Frankly, we do not think 
that most doctors will like the policy in its entirety, but 
it is as well that we should know what sort of a policy 
would come into the ascendancy if the present Opposition 
should move into power. 


<i 
— 





Current Comment. 


RECIPES FOR MILK. 


It has been stated that at an earlier period in the history 
of mankind it was possible to classify the racial groups in 
certain areas as butter eaters or cheese eaters—that is, 
according to the way in which they prepared the milk 
from their cattle—thereby casting light on obscure 
ethnological questions. In fact there are far more 
ways of preparing milk than most of us would imagine, 
and a recent report from the Joint Food and Agricultural 
Organization/World Health Organization Expert Com- 
mittee on Milk Hygiene’ includes a list of recipes for the 
preparation of milk collected from all over the. world. 

Under the heading “Soured and Fermented Milks”, it 
is noted that the traditional methods of western Europe 
make use of fresh rather than boiled milk, whereas the 
opposite obtains in Asia. The “long milk” of the Scan- 
dinavian countries is typical of the western European 
tradition, and is a viscous sour dish, made by the action 
of bacteria which cause “ripeness” in milk in combina- 
tions with acid-forming species; the finished product is 
stated to be palatable and of remarkable keeping qualities. 
The “cellar milk” (kjaeldermelk) of Norway is a variant 
of this in which fermentation is started in the usual way 
in huge, carefully cleaned butts stored.in cellars. This 
process is started in spring, and the milk remains through- 
out the summer at a constant temperature of about 10° C. 
After a time the milk loses its viscosity but retains a 
pleasantly acid flavour and can be kept in a wholesome 
state for 10 months or even longer. 

Yogurt and similar products are the traditional forms 
of sour milk of the Balkan peninsula, the Caucasus and 
neighbouring countries. These may be made from the 
milk of cows, goats, sheep or buffalo, which has been 
concentrated by boiling, often- for a long time. After 
cooling to 45°C. (in the case of yogurt) it is inoculated 
with a starter from a previous “brew” and then kept warm 
till clotted and viscous. It may be diluted with water for 
drinking, but it also forms the basis of many staple dishes. 
As we all know, yogurt has latterly become a fashionable 
product in many advanced countries, where its production 
has been adapted to modern manufacturing methods and 
where it is now made in large quantities. A somewhat 
similar method is used in the making of dahi, a traditional 
product of the Indian subcontinent. 

Another milk product which in recent years has been 
taken up by some sophisticated people is kefir, a sour-milk 
product of the Caucasus in which lactobacilli and strepto- 
cocci combine with a lactose-fermenting yeast to produce 
a slightly alcoholic (up to 1% of alcohol) beverage. This 
is started by seeding the milk with kefir grains, which are 
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essentially particles of clotted milk containing the mixed 
microbial population. During fermentation the grains 
increase in size, and thus remove some protein and fat 
from the milk. Kouwmiss, another well-known. sour milk 
peverage, used by the peoples of the south-eastern steppes 
cof European Russia and western Siberia, is made from 
mare’s milk. This is the most highly alcoholic of all 
natural milk beverages because mare’s milk contains 
more lactose than cow’s milk, and after prolonged 
fermentation koumiss may contain 3% of alcohol. A 
similar effervescent sour milk beverage is made from 
camel’s milk in Turkmenistan, where it is known as chal. 


Another group of traditional milk products is that of 
concentrated milks, which are made in various parts of 
the world and whose texture lies between that of modern 
tinned condensed milk and that of dried powdered milk. 
Four kinds of this type of product are mentioned as 
being made in parts of India by slightly different processes, 
but the most exotic member of this group must surely 
be the dried reindeer milk of the Lapps. This is made 
by filling a reindeer stomach with milk and curing this 
over an open fireplace, replenishing it as the milk 
evaporates, until after two or three weeks the stomach 
is filled with a dried grainy product. Such a stomach 
full lasts a Lapp family almost a whole winter. 

The 400-odd varieties of cheese are too familiar to 
European readers to require further comment in this 
context. Buttermilk was of course the by-product in the 
making of hand-churned butter, and many still regard 
it as a more refreshing drink than ordinary whole milk. 
However, in America, cultured buttermilk is now made 
for its own sake by inoculating skimmed or partly- 
skimmed milk with a starter of acid-producing strepto- 
cocci. After fermenting for a suitable period it is then 
pasteurized, and this product is said to be the most 
popular of the cultured milks in the U.S.A. 


In conclusion, it is interesting to note that souring and 
fermentation are considered to play a most important 
part in making milk safer and more wholesome in many 
parts of the world where these products are prepared in 
the traditional fashion. Souring inhibits and later destroys 
many pathogenic bacteria, particularly typhoid and para: 
typhoid organisms and noxious coliforms, so that the 
outbreaks of intestinal disease so common with untreated 
milk in hot countries are much less likely with fermented 
products. However, souring cannot be relied on to control 
all pathogenic organisms. 





SOAP VERSUS NO SOAP IN ECZEMATOUS DISEASES. 


Ir is generally believed that eczematous eruptions are 
intolerant to soap, and attempts have been made to explain 
why this should be so. It seems that the belief itself has 
been little questioned or investigated. However, the matter 
is important, for the management of patients with 
eczematous eruptions would be greatly simplified if 
patients were allowed to use soap. 

R. B. Stoughton, L. W. Potts, W. Clendenning, S. Fisher 
and M. Kress, being unable to find a record of a single 
controlled study of the matter, determined to make such 
a study themselves. Their paper, which comes from 
the Department of Dermatology, University Hospitals, 
Western Reserve University, records a study involving 
a random group of patients with neurodermatitis, contact 
dermatitis, hand dermatitis and infantile eczema. Patients 
were drafted as they came into the experimental group or 
‘ control group without selection. As uniform a programme 
of therapy as possible was adopted for all subjects, and 
all were observed over a five-week period. All received 
a 1% hydrocortisone ointment and an emollient cream. 
Adult subjects were given 30 mg. of phenobarbital three 
times daily. The soap used was a well-known brand of 
toilet soap. An arbitrary scale was set for the severity 
of the lesions. During six visits over the period of five 
weeks each patient was examined and the number on the 





1J. Amer. med. Ass., 1960, 173:1196 (July 16). 


severity scale was evaluated by inspection. The examining 
physicians had no idea what treatment each patient was 
having. Only 12 of 262 patients failed to complete the 
study. A statistical examination of the results was made. 
The data failed to show a significant difference between 
the soap and non-soap group in all disease categories. 


The study indicates that the use of soap for routine 
hand washing and bathing does not influence the course 
of the eczematous diseases studied while patients are on 
a standard therapeutic regimen. The authors therefore 
suggest that it would seem of practical advantage to 
allow patients with eczema to use soap in the ordinary 
way without fear of adversely affecting the course of 
the disease. 





BLOOD GROUPS AND TRANSFUSIONS. 


BLOOD TRANSFUSIONS have become one of the commonest 
forms of therapy in hospitals, although, fortunately, not 
in domiciliary practice. The increased use has resulted in 
greatly increased hazards, firstly because familiarity often 
means that insufficient care is exercised in preparing for 
the procedure, and secondly because an increased number 
of recipients have received transfusions on a previous 
occasion and may have developed antibodies against blood 
group antigens. Hemolytic reactions due to blood-group 
incompatibilities are therefore a growing risk, and careful 
testing to prevent their occurrence is a requisite in every 
instance. 

The Medical Research Council of the Privy Council 
published a memorandum on blood groups in 1943, and a 
working party consisting of well-known experts has now 
revised it and brought it up to date as Memorandum 
No. 36.1 It is an authoritative and practical account of the 
basis of the ABO and Rh blood groups, the collection and 
handling of blood specimens, methods of determining the 
ABO and Rh blood groups, and direct matching tests. 
It also includes chapters on the investigation of trans- 
fusion reactions and possible sources of error in blood- 
group determinations. All who perform blood-grouping 
and cross-matching tests are advised to read this short 
booklet. They will not fail to be impressed by the authority 
of the writing, they will appreciate the necessity for 
extreme care in performing blood-grouping and cross- 
matching tests, and they will. recognize the deficiencies 
of their own tests. 

The informed reader will, however, realize that the 
working party responsible for the memorandum does not 
include a-hospital pathologist. There is no doubt that 
the advice given throughout the document is the ideal; 
but the reader will question whether it is always practical. 
These thoughts will arise particularly when the patholo- 
gist is being harassed by the clinician for compatible blood 
for the patient who is said to be dying for lack of a 
transfusion. On the one hand the pathologist must 
accept the clinical assessment of his colleague; on the 
other he knows that he will be held responsible for any 
incompatibility. The problem is really that, in spite of 
all the advances in blood-grouping and blood-transfusion 
techniques, there is no entirely satisfactory cross-matching 
test for all circumstances, and the dilemma of the patholo- 
gist cannot be readily solved. The authors of the memo- 
randum have faced this problem with a compromise cross- 
matching test requiring incubation of cell-serum mixtures 
“for at least 10 minutes and preferably for 30 minutes”, 
and have rightly suggested that the patient should be 
given a preliminary transfusion of “small pool plasma or 
plasma substitute” whilst the test is being performed. 
Their compromise method, however, does not detect 
incompatibilities due to all immune antibodies. 

The memorandum should be available for reference in 
medical libraries and for careful reading in all pathology 
laboratories. 





1“The Determination of the ABO and Rh(D) plood Groups 
for Transfusion”, Medical Research Coun 
Council Memorandum No. 36; 1958. London: Her Majesty's 
Stationery Office. 94” x 59”, pp. 46. Price: 3s. 6d. (English). 
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Gbstracts trom Mevical 
Literature. 


MEDICINE. 


Digitalis Poisoning Treated by a 
Chelating Agent. 


M. S. Bernstetn et alii (New Engl. J. 
Med., November 5, 1959) report the 
case of a patient aged 49 years who 
ingested 100 0-25 mg. tablets of digoxin 
in a suicidal attempt. Three hours after 
ingestion violent vomiting ensued, and 
persisted until the following day, when 
the patient was admitted to hospital. 
At that time the pulse rate was 40 per 
minute and was irregular due to long 
periods of sinus standstill with irregular 
nodal escape and premature beats. A 
rapid intravenous infusion of potassium 
did not significantly alter the electro- 
cardiogram, Treatment with disodium 
versenate was then started with an 
infusion of 375 mg. in 250 ml. of glucose 
solution. Twenty minutes after beginning 
this infusion normal atrial: ventricular 
conduction was present, but repeated 
treatment with the chelating agent was 
necessary over the following five days 
until complete recovery occurred. 


Adult Pericarditis and Myocarditis 
due to Coxsackie Virus. 


F. C. Nutt ann C. H. Castie (New 
Engl. J. Med., November 5, 1959) report 
a small epidemic affecting 17 patients, 
caused by infection with Coxsackie virus 
Group B, Type 5. Four of these patients 
had pericarditis, and two of these showed 
signs of myocarditis. Although these 
patients were initially very ill with severe 
chest pain, fever, marked enlargement of 
the cardiac shadow and gross electro- 
cardiographic changes, they recovered 
without evidence of residual damage. 
Steroids were not used in the treatment. 
In spite of the favourable outcome in 
this small series, the authors state that 
the ultimate prognosis of viral myocarditis 
is unknown. Myocardial involvement 
with evidence of cardiac failure years 
after an initial episode of so-called acute 
benign pericarditis has been reported. 
Whether viral myocarditis is responsible 
for a significant number of cases of 
** idiopathic myocarditis” or is related 
to the acute interstitial myocarditis 
originally described by Fiedler is uncertain. 


Pleurisy and Pericarditis Com- 
plicating Myocardial Infarction. 


G. CoHEen et alii (Canad. med. Ass. J., 
January 16, 1960) report 10 cases of 
the so-called post-myocardial infarction 
syndrome, first clearly described by 
Dressler in 1956. Following the acute 
episode of myocardial infarction by 
periods ranging from hours to three weeks, 
the symptoms and signs of pleurisy and 
pericarditis supervened. Occasionally 
this was accompanied by evidence of 
pneumonitis characterized by dyspnea 
and hemoptysis. Although the risk of 
bleeding into the pericardial sac was 
fully appreciated, in three patients anti- 
coagulant therapy was continued without 
mishap. Two patients only were treated 
with steroids, but the effect was dramatic. 


Reviewing the various ztiological theories, 
the authors conclude that a viral infection 
was the most likely cause. They also 
discuss the possible relationship of idio- 
pathic pericarditis, pleurodynia and the 
post-commissurotomy syndrome. 


Csophageal Hiatal Hernia. 

C. A. Fioop (J. Amer. med. Ass., 
January 3, 1960) discusses the clinical 
features and management of cesophageal 
hiatal hernia. Radiologically, there are 
two types (sliding and rolling). Symptom- 
atically, there are five types, without 
symptoms, with substernal or abdominal 
distress, with gross or occult bleeding, 
with peptic ulcer, and with dysphagia. 
Csophagitis is often a serious complication 
with spasm. Symptoms include heartburn, 
substernal pain and a sense of regurgita- 
tion, It is difficult to evaluate the 
symptoms, since so many hiatal hernias 
are benign and the patients never develop 
serious symptoms. Conservative treat- 
ment is advocated as a rule. Csophagitis 
may respond to medical treatment and 
does not necessarily get worse. However, 
ulceration and stricture of the cesophagus 
may develop, and bougies may have to be 
passed for stricture. Hemorrhage may 
occur as a result of oesophagitis or from 
an associated peptic ulcer. The author 
does not discuss medical treatment. 


The Atiology of Systemic 
Hypertension. 


W. Evans (Brit. Heart J., January, 
1960) has studied the renal arteries in 
systemic hypertension and demonstrated 
partial or complete closure of the lumen 
due to intimal proliferation. This intimal 
change precedes or coincides with the 
state of hypertension, unlike the medial 
hypertrophy due to vascular contracture 
which develops in the course of hyper- 
tension. A significant histological finding 
was hypoplasia of the media of the lesser 
renal arteries, which is believed to have 
evoked the formation of intimal pro- 
liferation preceding the vascular occlusion 
and resulting in renal ischemia and hyper- 
tension. The author believes that these 
findings establish the renal origin of 
systemic hypertension and also supports a 
suggestion that this is an inherited rather 
than an acquired disease. 


The Electrocardiogram of Alcoholic 
Cardiomyopathy. 


W. Evans (Brit. Heart J., October, 


_ 1959) reports a study of 20 patients with 


alcoholic cardiomyopathy. Distinctive 
electrocardiographic abnormalities were 
discovered in 17; the remaining three 
had non-specific changes. The distinctive 
electrocardiographic deformities were 
limited to the 7’ wave, which was repre- 
sented by a depressed dimple in eight 
patients, was upright and cloven in 
seven, and spinous in two. The narrow- 
ness of the 7’ wave appeared to be a 
characteristic feature. The non-specific 
changes included extrasystoles, auricular 
fibrillation, paroxysmal auricular tachy- 
cardia and transient bundle-branch block. 
The investigation brought proof that 
addiction to habitual and excessive spirit 
drinking was prevalent and that its 
injurious effect on the heart often goes 
unrecognized. The author states that 
early diagnosis of alcoholic myocardio- 


pathy is most rewarding, because 
abstinence from spirit drinking before 
the condition p to a serious 
phase may enable the patient to regain his 
customary health. 


Lipoproteins, Cholesterol and Serum 
Proteins as Predictors of Myocardial 
Infarction. 

I. H. Pace anp L. A. Lewis (Cireu- 
lation, December, 1959) state that one 
of the most persistent problems in 
cardiology is inability to diagnose coronary 
atherosclerosis until sees “ 
myocardial ischemia appear, 
predict the likelihood of pe 
infarction. The authors studied 107 
normal men over a period of seven years ; 
during this period 11 developed infarction 
and six angina pectoris. These evenis 
were associated with little change in 
lipid levels. Single measurements of 
cholesterol or lipoprotein levels can be 
dangerously misleading. Repeated 
measurements tended to show that, as a 
group, patients with coronary athero- 
sclerosis and myocardial infarction 
exhibited slightly elevated cholesterol 
and lipoprotein values. 


Staphylococcal Endocarditis. 


P. Lisan et alit (Amer. Heart J., 
February, 1960) present a review of the 
case records of 38 patients who had two 
or more positive blood cultures for 
Staphylococcus aureus between the years 
1949 and 1958. Their ages ranged from 
30 months to 70 years, with a mean of 
37 years. The majority of patients 
suffered from rheumatic valvular disease, 
but the series also includes five patients 
with congenital heart disease. More 
than half the patients had undergone 
cardiac surgery prior to infection. In 
seven patients the staphylococcal endo- 
carditis appeared to follow immediately 
upon the operation, but in three patients 
cardiac surgery had been performed nearly 
a year prior to the onset of symptoms. 
Clinically, staphylococcal endocarditis 
differs from Streptococcus viridans infection 
by the absence of splinter hemorrhages, 
Osler’s nodes and splenomegaly. Penicillin 
remains the most valuable antibiotic, 
but in penicillin-resistant infections new 
agents such as vancomycin, kanamycin, 
novobicin and ristocetin were of value. 


The Heart in Systemic Lupus 
Erythematosus. 


W. Bricpen et alii (Brit. Heart J., 
January, 1960) describes in detail the 
cardiac manifestations in 60 patients with 
systemic lupus’ erythematosus. The 
diagnosis was based on a combination of 
polyarthritis, lupus rash, fever and renal, 
cardiac or p' onary involvement, and 
a raised sedimentation rate. Carditis 
occurred in the majority of patients, the 
commonest manifestations being peri- 
carditis. The pericarditis is often painless 


arid ‘frequently accompanied by effusion, | 


it may be recurrent and become chronic 
and adhesive, but constrictive pericarditis 
is not seen. Endocarditis was present in 
half of the cases in which necropsy was 
performed. It rarely results in significant 
valvular obstruction or regurgitation, 
and the diagnosis may have to be made 
merely by the finding of an _ organic 
murmur. Valves of the left side of the 
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heart are affected more commonly and 
bacterial endocarditis may supervene. 
Myocardial damage, chiefly of an inter- 
stitial nature, may occur, but is difficult 
to recognize during life. Hypertension is 
commonly related to renal disease bed 
hormone therapy and may reach malignant‘ 
levels. The electrocardiogram epee Sema 
abnormal, there may be 7’ wave and S- 
segment changes due to pericarditis, as 


well as evidence of ventricular on 
pres myocardial damage and electro 
cianges. 


Nicotinic Acid, Sitosterol and 
Safflower Oil in the Treatment 
of Hypercholesterolzmia. 

K. G. BERGE et alit (Amer. Heart J., 
December, 1959) have studied 10 patients 
with hypercholest ia. who were not 
restricted in amount or type of dietary 
fet. Treatment with large doses of 
nicotinic acid (4-5 to 6 es per 
day) was more effective in lowering 
plasma cholesterol than treatment with 
either safflower oil or sitosterol. The 
simultaneous administration of nicotinic 
avid and sitosterol was more effective 
than either agent used alone, and their 
combined effects were nearly additive. 
Nicotinic acid has several practical 
aivantages in that the drug is inexpensive, 
simple to administer, and does not require 
alterations in the patient’s dietary habits. 
The safety of such long-term adminis- 
tration of nicotinic acid must be estab- 
lished before this form of therapy can be 
regarded as other than an investigational 

procedure. 





Hypertensive Cardio-Vascular 
Disease. 


H. P. Dustan (J. Amer. med. Ass., 
April 30, 1960) discusses diet and diuretics 
in the treatment of hypertensive cardio- 
vascular disease. The importance of 
low sodium diets was in the 
1920’s, and later the rice-fruit diet was 
introduced by Kempner for the reduction 
of high blood pressure. It is now thought 
that the rice diet was effective by reason 
of low sodium intake, but that Kempner 
did not fully realize this. The author 
states that interest in the dietary treat- 
ment of hypertension lagged after 1951, 
but that the favourable response of 
hypertensive patients to oral diuretics 
has reawakened interest in the role of 
water and sodium in maintaining the 
hypertensive state. Both low sodium 
diets and diuretics cause diuresis and 
saluresis, both may decrease arterial 
pressure, and both increase the response 
to antihypertensive drugs. There is 
evidence that o! ia induced in the 
early phases of low sodium diet therapy 
and by diuretics is the basic cause of the 
antihypertensive effects of these measures. 
There is not enough evidence to indicate 
whether this mechanism continues to 
operate during long-term therapy. 


Abdominal Aortic Aneurysms. 


G. E. Buron anp N. DePasQuaLe 
(J. Amer. med. Ass., April 30, 1960) 
publish @ study of the incidence of 
abdominal aortic aneurysms in New 
Orleans. Records of .all autopsies per- 
formed in New Orleans for 10 years were 
reviewed. In 26,554 autopsies 158 
abdominal aortic aneurysms were found, 


an incidence of 0-6%. Of these, 62% 
were intact, 24% had ruptured and 3-°8% 
had dissected the arterial layers. One- 
quarter of the subjects with aneurysms 
had serological evidence of syphilis. 
Deaths from fyphilitic aortic aneurysms 
from non- 
syphilitic aneurysms had rose tive in the 
last 10 years. The latter were classed as 
arteriosclerotic aneurysms. Of the subjects 
examined during the last three years of 
this study (the period during which 
surgical intervention has become popular) 
in 60% the aneurysm was intact at 
autopsy, in 13% it had ruptured, and in 
27% the patient had died after operation 
for an abdominal aneuryam. 


Local Injections for Rheumatic 
Diseases. 


J. G. Frvper anv M. Post (J. Amer. 
med. Ass., April 30, 1960) discuss local 
injection therapy for rheumatic diseases. 
The authors include all types of so-called 
rheumatic diseases, including arthritis, 
periarthritis, myofibrositis, bursitis, teno- 
synovitis and fasciitis. Traumatic diseases 
are not included. The authors consider 
that all the types of rheumatic disease 
mentioned are amenable to treatment by 
local injection of corticoid drugs, either 
intraarticular or extraarticular injections 
being effective. Pain may follow after 
the injection of local anzsthetic has worn 
off, but if asepsis has been assured there 
should be no complications. Conditions 
of recent origin responded more readily 
than long-standing conditions, and osteo- 
arthritis responded more favourably than 
rheumatoid arthritis. The frequency of 
injections depends on the response. For 
the larger joints the authors advise 
injections every 10 to 20 days, but if 

mse is obtained there is no necessity 
for frequent injections, and the injection 
may be postponed indefinitely. 


Xanthines for Angina Pectoris. 


H. I. Rissexk (Amer. J. med. Sci., 
February, 1960) discusses the question 
“ Are the xanthines effective in angina 
pectoris?” Aminophylline has largely 
displaced theobromine and other xanthine 
derivatives, and in some quarters has 
become firmly entrenched as a “‘ valuable ” 
therapeutic agent in the treatment of 
coro: artery disease. Nevertheless, 
there is division of opinion regarding the 
benefits which can be derived from any 
of these agents in the treatment of 
ischemic heart disorders, and this has 
been so since their introduction 65 years 
ago. A study of the effects of the 
administration of a hydro-alcoholic solu- 
tion of theophylline (‘‘ Elixophyllin ’’) 
in doses of three tablespoonfuls mg 
daily in 30 patients with angina 
presented. It was shown that this drug 
was strikingly effective in the control of 
symptoms, and also in modifying the 
electrocardiographic response to standard 
exercise. The efficiency of this preparation 
is based on the rapid absorption and 
attainment of high blood levels made 
possible by the vehicle employed. The 
unequivocal benefit obtained from the 
intravenous administration of amino- 
phylline has remained unchallenged, and 
the lack of clinical response to oral 
therapy in the past has been due to 
inadequate blood theophylline levels 





resulting from gastric intolerance and 
poor absorption. Xanthine derivatives, 
both by the intravenous and oral route, 
should be reinstated as valuable agents in 
the treatment of angina pectoris and other 
coronary disease states. At the present 
time, the most effective preparation for 
oral administration is a hydro-alcoholic 
solution of theophylline, but other 
derivatives and preparations of the 
xanthine group should be fully explored 
to permit their increased use in the 
management of coronary heart disease. 


Quinidine in Chronic Atrial 
Fibrillation. 


I. Feeeman anp J. Wexter (Amer. J. 
med. Sci., February, 1960) discuss the 
results of treatment with quinidine in 
chronic atrial fibrillation. Over 100 
patients hospitalized with this condition 
were given dicoumarol anticoagulation 
and quinidine therapy to the point of 
reversion, toxicity or one gramme every 
two hours for six doses. Prolongation of 
the prothrombin time to twice that of 
controls was effected by dicoumarol 
over @ period of 12 to 14 days prior to 
attempted _ reversion. Fifty-seven 
patients reverted to normal sinus rhythm 
and were maintained on smaller doses of 
quinidine throughout the remainder of 
their respective periods in hospital. 
There was one death secondary to 
resistant decompensation, and no embolic 
complications in the group treated with 
anticoagulants and quinidine, compared 
with 18 deaths and a 4% incidence of 
non-fatal thrombo-embolic complications 
in the untreated group. Ten patients 
who were still decompensated at the time 
of the attempted reversion, in spite of 
intensive therapy for 14 days, became 
fully compensated upon reversion and 
maintenance of normal sinus rhythm. 
Patients with bundle branch block and 
marked cardiomegaly fared no worse 
than others, On the basis. of these 
observations it would appear safe and 
desirable to use vigorous measures directed 
towards establishing normal sinus rhythm 
in all hospitalized patients with chronic 
atrial fibrillation. 


Selected Problems in Electro- 
cardiography. 


G. E. Burcu, N. DEPASQUALE AND 
J. Matarer (Ann. intern. Med., March, 
1960) present the electrocardiograms of 10 
patients to illustrate a few of the many 
electrocardiographic problems encountered 
in daily hospital practice. The hearts of 
most of these patients were examined at 
autopsy, thus permitting a better evalua- 
tion of the electrocardiogram. Since the 
electrocardiogram is a record of electric 
events, the relationship of the electro- 
cardiogram to the pathological state of the 
heart is expected to be limited. Some of 
the false notions concerning the accuracy 
or deficiency of the electrocardiogram in 
clinical cardiology are the result of 
insufficient follow-up and autopsy cor- 
relation. The authors state that nothing 
makes the  electrocardiographer feel 
humbler than the findings at the autopsy 
table. Every effort should be made to 
improve the recording of the electro- 
cardiogram and its interpretetion in order 
to increase its usefulness and accuracy in 
clinical diagnosis. 
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Che Tider View. 


JAPANESE MEDICAL MATTERS. 


As the result of a recent visit which we made to Japan, 
we thought that the following brief review of health services 
and medical problems in that country might be of interest 
to the Australian doctor. 


Lying in our Near North, in one of the world’s most 
under-developed areas, Japan, nevertheless, is a modern 
westernized country, highly industrialized, with a literacy 
rate which compares more than’ favourably with that of 
Australia. After the cataclysm of war it has made a 
remarkable recovery, so that the people are now better 
fed and clothed than before the war. The level of consumer 
goods is rising steadily, bringing a refrigerator, washing- 
machine and television set within the reach of most urban 
families. The Japanese people have a tradition of discipline 
and personal hygiene which is conspicuously absent in most 
Asiatic countries. 


Medical Education. 


In the latter half of the nineteenth century, Japanese 
medicine came under the influence of Germany, and a pro- 
fessorial system similar to that country’s was adopted. The 
majority of the older men were trained in Germany, though 
now the younger men seem to be looking towards the United 
States. Case records we saw were written in a mixture of 
English, German and Japanese. The number of medical 
schools is 46, and they turn out about 2800 graduates per 

year. The schools are not large by our standards; Tokyo 
University, the leading medical college, produces about 80 
doctors a year. Entrance to the University is fiercely com- 
petitive, and the standard is maintained by a rigorous 
selection system. The medical course is of six years followed 
by one year’s internship. However, most “interns” live out, 
“commuting” daily to the hospital. The majority of Japanese 
doctors wish to specialize, so after their internship they stay 
on in the department of their chosen speciality for a further 
four or five years, generally as unpaid assistants. When we 
visited the Professor of Dermatology at his Tokyo University 
Clinic, he was accompanied on his ward rounds by the 
assistant professor, three or four paid assistants, and about 
16 unpaid assistants. There are no standard curricula for 
specialization and no examinations for higher degrees, 
although there are now moves in this direction. We were 
favourably impressed by the quality of the work we saw. 
The University teachers spend a good deal of time in 
pimp which appears to be well organized and original 
n nature. 


Active practitioners in Japan number 98,000—that is, 
approximately one for each 1000 of the population. As in 
Australia, there has been an excessive concentration in the 
urban areas with a scarcity of doctors in the remoter 
districts. The Government complains of a lack of qualified 
personnel in the field of public health. 


Health Services. 


Following the German pattern, Japan early introduced 
National Health Insurance. At present about 73,000,000 
people—that is, about 80% of the population—are covered 
by health insurance, and extension to cover the whole 
population is envisaged. Insurance is compulsory for all 
employees. The programme is administered either by the 
Government directly or through mutual health insurance 
societies. An insured person and dependants are entitled 
to medical and hospital benefits, sickness allowance, 
maternity allowance, and funeral expenses. Occupational 
injuries and sicknesses come under Workers’ Compensation 
Insurance. The scheme is a contributory one, the minimum 
contribution being roughly 3% of the wage-earner’s salary. 
It is designed to cover the total medical, hospital and 
pharmaceutical cost of the insured person and 50% of the 
cost for his dependants. Additional benefits may be obtained 
with increase of contribution up to 8% of salary. Both 
public and private hospitals participate in the national 
insurance. The patient has free choice of all doctors regis- 
tered under the scheme, which includes 70% of all general 
practitioners. Treatment is on a fee-for-service basis, and 
it is not necessary to join a doctor’s list or panel. By 
our standards payment to doctors is woefully inadequate. 
The insurance pays 70 yen (1s. 9d.) for an office consultation; 
anything beyond this must be met by the patient, and as 
competition is keen, doctors’ fees are graded to comply 
with the minimal requirements of the national insurance. 


As virtually all specialists are in full-time hospital posts, 
private specialist treatment plays a relatively minor role. 


Hospitals. 


Doctors in public hospitals in Japan are full-time salaried 
officers. They have no right of private practice. This applics 
also to the larger private hospitals; they have their own 
paid staff, and the outside practitioner has no entry to them. 
There are in addition a large number of smaller hospitals 
owned by doctors. A special feature is the so-called clinic 
of less than 20 beds, where patients are not to be held more 
than 48 hours. The big public hospitals are grossly over- 
crowded. Many new buildings are under construction, and 
those recently finished are first-class institutions with good 
equipment and the latest technical facilities. There are no 
separate maternity hospitals; maternity services are a pat 
of the general hospitals. 


Health Centres. 


A feature of Japanese public health is the health centre. 
There are now 789 of these centres, under control of the 
local government, but with the national Government sharing 
the costs. The functions of the health centre include health 
education, nutrition, sanitation, prevention of tuberculosis, 
control of venereal and other communicable disease, insect 
and rodent control, maternal and child health, dental hygiene, 
immunizations, school health and birth control. The healih 
centre, under its director, who must be a doctor, is the 
main bastion of preventive medicine and public health. 


Tuberculosis. 


Tuberculosis is still one of the great medical problems 
facing Japan. In 1958 it was estimated that just over 
3,000,000 people were suffering from the disease—that is, 
33% of the population. This is the same incidence as in 
1958, although the number of patients in the younger age 
group has decreased, while in the age group above 40 years 
morbidity has increased. Over all, the mortality has dropped 
remarkably, falling from 230 per 100,000 population in 1943 
to 39 in 1958. The Australian death rate for the year 1956 
was 8 per 100,000 population. It is required ‘by law that 
everyone be tuberculin tested, and those who fail to react 
must be inoculated with B.C.G. Since 1942, 95,000,000 B.C.G. 
inoculations have been given. Since 1951, 65,000,000 people 
have been vaccinated, and it is estimated that 95% of the 
whole population is Mantoux-positive. It is presumed that 
a large number of people have been vaccinated more than 
once. When possible, vaccination is commenced at the age 
of three to six months. The other important measure for 
the control of tuberculosis is mass miniature radiography. 
X-ray examination is compulsory and free, and it is estimated 
that already half the population has been covered. Japanese 
tuberculosis authorities do not believe that B.C.G. vaccination 
is the complete answer to the tuberculosis question, but, 
under the special circumstances, they regard it as the most 
potent weapon available. With only 263,000 tuberculosis beds 
available, an acute shortage of beds for in-patient treatment 
exists. For the sufferers, nearly all expenses are met by 
social services, and a pension of up to 60% of income is 
paid while the patient is incapacitated. 

Vaccination is also compulsory against smallpox, diph- 
theria, pertussis and css fever; the last-mentioned is 
repeated yearly. 

A particular problem in Japan is the occurrence of intes- 
tinal infections in the rural areas. Dysentery is prevalent, 
and the morbidity has not decreased appreciably in recent 
years. In some areas hookworm infestation is as high as 30%. 
These illnesses are due to the use of human excrement as 
farm fertilizer. The Government is encouraging the use of 
chemical fertilizers, and health authorities have developed a 
new type of closet for the farms from which the farmer can 
take the excrement for manure after suitable purification. 
The Government pays half the cost of installation (£75 
to £100). 

Trachoma is not -uncommon, 
Australia, 


and in comparison with 
venereal disease is relatively prevalent. 


Vital Statistics. 


The death rate in Japan has fallen from 20 per 1000 in 
1930 to 7:4 in 1958, which ts lower than the Australian rate 
of 88 in 1957. Life expectancy in 1958 was 65 years for 
males and 67°6 for females (Australian figures, 66 for males, 
70-6 for females). The leading causes of death are vascular 
lesions affecting the central nervous system, cancer, heart 
disease, senility, pneumonia and bronchitis, tuberculosis, 
accidents. The trend is towards more deaths from cancer 
and degenerative diseases and less from the infectious 


illnesses. 
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The still-birth rate in 1958 was 100 per 1000 births;* 
half of these were due to artificial abortions legally 
performed as a measure of population control. However, 
as induced abortions are not desirable from the viewpoint 
of maternal health, the Government is making efforts 
to educate people to use safer methods of contraception. 

Infant mortality at 34 per 1000 live births is still high in 
comparison with Australian figures (21-4 per 1000 live 
births), but has shown a fall from the very high figure of 
9) per 1000 in 1940. 


; Miscellaneous. 

Ante-natal and post-natal care is provided for expectant 
and nursing mothers at the health centre. In addition, 
mothers and babies are visited in their homes by public 
fiealth nurses. Most births are conducted in the homes by 
midwives, but the authorities are making a big effort to 
promote institutional confinement. 

As in Australia, the incidence of dental caries is high. 
The health centres and schools are equipped with facilities 
to play a role in carrying out the preventive programme in 
dental health. Fluoridation has been put into operation in 
the city of Kyoto (population 1,000,000) as an experiment. 
The fluoride content of the water is 0°6 p.p.m. It is estimated 
trat the incidence of dental caries has been reduced by 30%. 

Pressure of population is one of Japan’s greatest problems. 
I: is being successfully contained by means which might 
appear ruthless to Western eyes. It is anticipated that there 
may well be a fall in population within the near future. Of 
the success achieved, 70% is due to the practice of legalized 
abortion; nearly 2,000,000 of these operations were performed 
last year. Abortion may be obtained by demonstrating 
physical or economic hardship, the proof of which is a mere 
formality. As was mentioned earlier, more satisfactory 
methods of contraception are being encouraged. 

As rice is the major article of the Japanese diet, the use 
of enriched rice is encouraged in order to prevent mal- 
nutrition caused by the eating of the polished grain. One 
gramme of rice containing 1-5 mg. of thiamine and a small 
quantity of riboflavin is mixed with polished rice in the 
ratio of 1:200. A school lunch programme has been initiated 
for all school-children. The primary school-child receives 
600 Calories, including 259 of protein. 

Many other important matters, such as mental health, 
hygiene and sanitation and workers’ compensation, are all 
well taken care of in the Japanese Welfare State. 

Our colleagues in Japan, with their undoubted energy and 
ability, are maintaining Japanese medicine in the best 
Western tradition. We regret to say that their economic 
and social status is not as high as that of their Australian 
counterparts. 

Lesiin O’KEErs, 
Commonwealth Department of Health, 
Bonegilla, Victoria. 


ALEx McGREcor, 


Toowoomba Base Hospital, 
Toowoomba, Queensland. 


Dut of the Past. 


MEDICAL ETHICS. 


[Extracts from “Doctors Differ’, a lecture “delivered in 
the interests of the Australian Natives Association” in 
February, 1876, by J. G. Beaney, F.R.C.S., who had not 
long since been engaged in some public controversy, and 
subsequently published by F. F. Bailliére.] 


WHEN the title of this lecture was first announced, several 
of my friends were astonished at it. What could it mean? 
Who ever heard of any difference among doctors? Were 
they not celebrated for the warmth of their professional 
friendships, and the depth and sincerity of their professional 
affection? Does not every medical man love every other 
practitioner of the healing art as Tam O’Shanter loved 
Souter Johnny—that is to say, “like a verra brither?”, 
although not, of course, for the same reason, because “they 
had been fou for weeks thegither”’, for, as everybody knows, 
no member of the faculty was ever the worse for liquor .... 
The differences to which I may have occasion to allude 
in the present lecture do not occur, and could not occur in 





1Japanese still-birth figures refer to foetal loss of three 
months gestation or over.—Editor. 


this colony, where the medical practitioners constitute the 
happiest family to be met with on the face of the globe. 
Indeed, our liking for each other is unspeakable. This must 
be felt to be appreciated. It must be seen to be understood. 
Look how sincerely and unanimously we congratulate those 
who are successful. When a surgeon leaves off tramping 
about the town and suburbs on foot, and sets up a buggy, 
we are all so pleased. When he sells a buggy and buys a 
brougham, we are delighted. When he supersedes the 
brougham by a handsome carriage and pair, we are 
enraptured. Such, you see, is the essential goodness of 
human nature; and medical nature, you know, is human 
nature with an extra gloss on it.... 


We are the best of friends, and closest of cronies. We 
never disagree as to our methods of treatment, surgical 
or therapeutic. We never write anonymous letters to the 
newspapers, for the purpose of decrying the skill, or 
injuring the reputation of a brother practitioner. We never 
make mistakes; such, for example, as delivering a child, 
and forgetting to bring forth the infant’s head with the rest 
of the body; never operate for “phantom tumours”; never 
remove the entire bladder while professing to extract a 
tumour only; never tell a man who is taken from the watch- 
house to the hospital with a compound fracture of the leg 
that it is nothing but an ordinary bruise, and send him back 
to the watch-house, so that gangrene sets in, and the poor 
fellow’s leg has to be amputated; never pronounce a broken 
back to be a mere sprain; never perform surgical operations 
while under the influence of liquor. 


These are things which are done at the other side of the 
world, and not in Melbourne. In this city the medical 
faculty is a regular cage-full of love-birds, such as you 
may see in some of the bird-sellers’ shops, where the 
innocent and affectionate little creatures, so bright of eye 
and sleek of plumage, may be observed perched all of a 
row, and never shouldering each other aside, or snapping 
the food out of one another’s mouth, or plucking each other's 
feathers out, or otherwise misbehaving themselves; and 
those birds, as you must have noticed, have very short bills 
—so have we. 


In fine whatever dissensions may prevail among 
journalists—for even they do not always agree—or among 
clergymen, musicians, actors and actresses, public singers, 
lawyers, merchants, politicians, and so forth,—who that is 
acquainted with the medical faculty in Melbourne would 
venture to insinuate that doctors differ? 


Special Correspondence. 


NORTH AMERICAN LETTER. 


By OuR SPECIAL CORRESPONDENT. 


Or particular interest to Australians will be the recently 
released report “Federal Support of Medical Research”, 
published in May, 1960, by a Committee of Consultants on 
Medical Research investigating all aspects of this important 
subject. The 1383 pages of this well-printed and well- 
illustrated report contain enough economic argument and 
human pathos to move even the most flinty politician or 
administrator. For instance, the introduction comes down 
hard on the subject of spending money to save money 
eventually when it says, “The benefit to society of longer, 
healthier and more productive lives will be far greater 
than the cost of the research required to reach that goal.” 
Of the American scene is says, “The present cost of disease 
and disability to our nation is estimated as at least $35 billion 
per year. Only through medical research and the application 
of its findings can these losses be reduced”. 


Perhaps the best way to get the true feeling of the report 
is to quote some of the more significant summary para- 
graphs. For instance: 


I. Adequacy of Federal Support of Medical Research. 


The funds provided by the Federal Government in 
support of medical research over the past 15 years have 
been substantial. Although generously increased in 
recent years, they have not kept pace with new oppor- 
tunities in research which have developed, largely as a 
result of the very advances which the funds expended 
in the past have generated. They are still not sufficient 
to assure the full utilization of the Nation’s present 
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potential for an attack on dread disease, and the current 
level of support is far from adequate to permit the 
great advances essential for the future. 


II. Effectiveness of Utilization of Federal Funds 
Appropriated for Medical Research. 


Considering the Federal research program as a 
whole, the funds appropriated by the Congress for the 
support of research on major disease problems have 
been expended by Federal agencies with remarkable 
efficiency. The National Institues of Health, which 
Congress has made its principal instrument for the 
disbursement of funds for medical research, has 
developed an extremely successful system for review 
and approval of applications for research grants, 
training grants and fellowships. This plan, relying on 
close supervision of outstanding scientists, has assured 
consistently high standards for the research supported, 
‘gained the confidence of the scientific community and 
maintained the traditional freedom of both institutions 
and investigators. 5 


In the expanding program of medical research which 
the Committee foresees for the future, new methods must 
be developed for the administration of funds which will 
continue to preserve the freedom of the investigator 
and the integrity of the educational and research 
institutions, and which will be able to deal with new 
organizational patterns of research to be described 
subsequently. In large new programs the Congress 
should be encouraged to authorize funds on a 2-year 
basis (or more) to allow time for effective planning and 
the recruitment of appropriate personnel. 


III. Impact of Expanding Federal Program. 
A. Effect on Medical Schools. 


The impact of the Federal program_in support of 
medical research on medical teaching has _ been 
extremely beneficial and has been largely responsible 
for an improvement in standards of medical training. 
The number of teachers has increased and the research 
facilities of the institutions have been greatly improved. 
The proportion of teachers participating in research 
has risen, medical students have been inspired by the 
atmosphere of inquiry created by the research in pro- 
gress, and the medical graduate of today has a much 
better conception of the possibilities and practical con- 
tributions of research than did the graduate of a 
generation ago. 

However, the expanded program has posed problems 
for the medical schools, chief of which is the mounting 
cost of the institutions of the research undertaken by 
its staff. On all research grants supported through the 
National Institutes of Health the payment of the costs 
of research incidental to its performance is limited to 
15 per cent. of the total direct costs. This is not 
sufficient in most institutions, and the deficit has to 
be met by diverting funds from other important needs. 
The National Institutes of Health is the only Federal 
agency making research grants which is under such 
restriction. The Committee recommends strongly that 
this unfair discrimination be remedied by permitting the 
National Institutes of Health, like other Federal 
agencies, to pay either the full costs of research as 
determined by a cost analysis formula, or a fixed flat 
rate, whichever is lower. The Committee believes that 
at the present time the flat rate should be set at 25 per 
cent. of the total direct costs. 


Other methods recommended for strengthening the 
medical schools include institutional grants, the con- 
struction of health educational facilities, an increase in 
training programs, and the provision of additional stable 
career opportunities in academic medicine. 


B. Effect on Medical Practice. 


The expanding program of medical research has made 
tremendous contributions to medical practice in terms 
of new knowledge, techniques and methods of treatment 
and has been a prime factor in raising the standard of 
medical care to the highest level ever achieved. Through 
the findings of medical research, the doctor of today 
has been equipped with powerful ammunition for the 
treatment of disease—ammunition which has enor- 
mously magnified his effectiveness as compared with 
that of the doctor of a generation ago. 


Moreover, some of the training programs of the 
National Institutes of Health have trained psychiatrists, 
neurologists, ophthalmologists, and other specialists 


who were previously in short supply, so that our 
population is more adequately supplied with physician: 
competent in these specialties than ever before. 


The important statement is made that just as Federa! 
financial support for research has in so has non- 
Federal, including private, support. In fact, certain plans 
have been worked out whereby each dollar put up from 
private sources is matched by a governmental dollar. This 
has usually applied to construction funds and has greatly 
increased private initiative in this direction, 


Among the recommendations of this Committee of Con- 
sultants, which includes professors of surgery, anatomy ani 
dentistry, as well as the Chairman of the Radio Corporation 
of America, are the following: There should be 20 new 
four-year medical schools created, 22 new dental schools. 
and several additional two-year medical schools in which 
pre-clinical training can be taken. The need for new 
buildings and the renovation of old buildings with Federa! 
funds is described as absolutely necessary. These recom- 
mendations stem from the fact that with the population 
increase clearly projected for the next fifteen years, the 
United States will require the graduation of another 360° 
physicians per year. Every other kind of training bu: 
medical seems to be supported by the Federal Governmeni 
according to the report, and this agency, with its greai 
taxing power, is now called upon by the Committee to give 
support to this most expensive of all types of training. 


Discussions have taken place over the years concerning 
the validity of transferring many medical graduates to 
research, leaving therefore a depleted pool of medical man- 
power for the care of the population. This, it is shown, is 
pure fantasy. The future of medical research depends not 
only upon the provision of a certain small fraction of 
doctors, but much more upon the production of well-trained 
Ph.D.’s in the basic sciences. 


The Committee makes it quite clear that the additional 
3600 medical graduates per year which will be required by 
1960 are not needed by virtue of any large dislocation of 
medical manpower into research. On the contrary, it 
attaches great importance to the increased population of 
the United States of America, something which escapes 
public notice incomprehensibly. The Committee calls for 
matching funds to enable States and private foundations 
to help in the construction needs of public non-profit 
medical, dental and public health schools. 


On the question of the overhead costs to an institution, 
usually hidden, which medical research involves, the Com- 
mittee finds that the true costs run from 18% to 45% of the 
projects undertaken. For some unaccountable reason, the 
National Institutes of Health, that great beacon of medical 
research near Washington, D.C., is limited to 20% overhead 
which it may pay on extramural grants. All other project 
research of the U.S. Government conducted, for instance, 
by large industrial concerns or institutions, carries 100% 
overhead. Federal funds are also sought very wisely by the 
Committee to improve medical libraries. 


Occasionally one hears defensive medical politicians claim 
that no sound research has ever gone without funds. This 
rubbish is cut down quickly by a statement of the Committee 
concerning the situation over the past fifteen years, where 
it states: P 

The funds provided have only partially compensated 
for a large pre-existing deficit in the-dollar support 
for medical research. Much more could have been 
accomplished if greater support had been forthcoming 
earlier, and the research potential now available is still 
not receiving sufficient support to make the contribution 
of which it is capable. 


They still regret the fact that there will not be in the 1960 
budget enough money to finance all the approved projects 
under the National Institutes of Health; the funds in hand 
will fall short of the total of approved project by approxi- 
mately $23 million dollars. 


The Committee is not unmindful of the fact that a race 
may develop between institutions for the construction of 
medical faculties. The Committee makes it very clear that 
“New health educational facilities should be built in close 
relationship to colleges or universities, either public cr 
private, but preferably those with strong basic science 
departments”. ‘ 

As all the world knows the Armed Forces Medical Services 
of the United States have conducted most valuable research 
programs over the years. However, these have been caught 
up in the inflationary trends of the times, so that the fixed 
dollar income set upon the research branches has led to an 
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actual decrease in the volume of research to be supported. 
The Committee recommends therefore that greatly increased 
research funds be made available to these valuable installa- 
tions within Armed Forces hospitals. Turning to the 
problems of the National Institutes of Health, it is made 
clear that salaries paid in this area, actually a branch of 
the U.S. Public Service, are so small as to be non-competitive 
any longer. It is also felt that the manpower base within 
the U.S. Public Health Service is far too restricted, at least 
in the research field, to permit the development of career 
personnel who can actually direct large research installa- 
tions. National Institutes of Health have serious lacks in 
certain fields, and the lack of a building for research in 
neurology and in mental health is seen as crippling further 
development there. The Committee also recommends a most 
in:eresting thing: “An international conference center which 
would provide facilities for holding multilingual conferences 
and working seminars in the field of medical research.” 


An equally important and basic resource in the United . 


Siates, the National Science Foundation, is referred to in 
the following terms: 


The important program supported by the National 
Science Foundation to improve the standards of science 
teaching in the secondary schools and colleges should 
be greatly expanded and with enthusiasm. These, more 
than any other measures, will help in the recruitment 
of young people into the sciences. 


Tous, the Committee recommends more help to training 
programs, to clinical research, and to careerships in 
academic medicine. Research-minded medical students are 
not forgotten either, and much wider support is requested 
for them. Let it be said, however, that the American 
emphasis on employing medical students, during their 
summer vacations, on medical research, as against digging 
ditches, is one of the most commendable things in the whole 
oi American medical research programs. 


The Committee feels that the American National Institute 
of Health’s budget should now approximate two-thirds of 
a billion dollars annually. By the year 1970, which is almost 
upon us actually, it is expected that a medical research 
budget of 3 billion dollars can easily be supported by the 
United States of America, whose gross national product by 
1970 will be $775 billion dollars. 


The Committee of Consultants has laid a firm hand on 
the truth when they come up with the costs of disease to 
the American nation annually. They speak of 900,000 deaths 
from cardio-vascular and renal disease, 255,000 from cancer, 
and so on. They estimate that the disabled in the United 
States number 16 million from mental and emotional 
disorders, another 16 million from cardio-vascular disease, 
and another 11 million through arthritis. The total 
cost of illness to the nation, 35 billion dollars, is made up 
of $15 billion private costs, $5 million to government and 
$15 million through disability. This amounts to a net loss 
of $195 per year for every man, woman and child in the 
country. The conclude: “The magnitude of the problem of 
disease and disability . . . still do not register in our minds 
or our emotions.” They add: . 

In economic terms we can recognize that medical 
research has saved the lives of more than one million 
eight hundred thousand individuals in the past 15 years. 
The annual earnings of those whose lives have been 
prolonged now amount to over 3°6 billion dollars and 
their tax contributions to the Federal government to 
$263 million dollars per year. 


This needling of the Federal government over what it 
collects from those whose lives have been prolonged is very 
much to the point. 

Coming finally to the question of what factors or con- 
siderations should determine the future of medical research 
support in the United States, and the size of the attack, 
the report concludes: 

The magnitude of that attack (on disease) and the 
program of medical research to be supported will be 
determined by the degree of urgency felt by the people 
of the U.S. in obtaining answers to the problems of 
prevention and treatment of serious disease. 


Thus, in summary the English-speaking world has been 
presented. with a most excellent report by a dedicated 
Committee of Consultants who have cut through all the 
fog of a multiplicity of alphabetical agencies which stem 
from Washington, and the result of the Committee’s labours 
is undoubtedly going to change the picture for the better. 
It is indeed a pleasant change to see one Committee at least 
in Washington deciding that, regardless of how little the 
rest of the world spends on medical research, the Americans 


themselves are not spending enough. There is none of the 
Fourth of July flamboyance about the report. It is a most 
sober and appealing document. The twelve men making up 
the Committee have said in effect to a great nation, in the 
words which Cromwell had written in his prayer book: 
“He who ceases to try to do better ceases to do well.” 


<i 
oa 





Correspondence, 


IMPOTENCE DUE TO PROPANETHALINE BROMIDE. 


Sir: On treating five males, age ranging 35 to 45 years, 
for duodenal ulcers with propanethaline bromide, there 
were the usual side effects, but not severe enough to dis- 
continue medication. The side effect which is not mentioned 
in brochures is impotence. This occurred in all five patients 
and remained permanent in four patients for periods of 
12 to 14 months at the time of writing. The fifth patient 
has reasonable sexual relations, but minor illness and 
tiredness cause return of impotence. In an article in The 
New York State Journal of Medicine, 1952, Volume 521, 
N. H. Schwartz, M.D., and B. D. Robinson, M.D., state that 
“with Methantheline Bromide (Banthine) symptoms of 
impotence begin soon after therapy and disappear shortly 
after its discontinuance’. Further quote: “Since the physio- 
logical act of penile erection depends upon the functioning 
integrity of the nervus erigens, which is derived from the 
parasympathetic sacral outflow, any agent interfering with 
the transmission of impulses over this neural pathway 
may effectively compromise this act. We believe, on clinical 
grounds, that methantheline bromide both by its atropine- 
like and ganglionic blocking actions is such an agent.” The 
purpose of this communication is to bring attention to this 
side effect, which is rarely mentioned and is serious enough 
to bring it to patients’ notice before treatment commences. 

Yours, etc., 

Newcastle, N.S.W. NEWCASTLB G.P. 

August 20, 1960. 





WEIGHT GAIN IN PREGNANCY. 


Sir: I wish to make some comments on the article 
“Weight Gain in Pregnancy”, by L. O. S. Poidevin, which 
appeared in your Journal of August 27, 1960. 


From the outset the author shows bias, by his use in the 
first line of the words “rather over-enthusiastic” in reference 
to the interpretation of weight gain in pregnancy, and in 
the third line, under his sub-heading “Diagnosis of 
Toxeemia”, he again states that investigators have “enthusi- 
astically diagnosed toxemia”. 


He lays stress on the report of Robinson that salt benefits 
toxemia. I would point out that this work has so far not 
been supported by confirmatory experiments, and that it is 
not the view currently held by the majority of investigators 
throughout the United Kingdom and the United States of 
America. 


The author states that in an article of mine, “Toxzemia 
of Pregnancy”, appearing in your Journal on February 20, 
1960, I stated that a diagnosis of mild toxemia may be made 
on excessive weight gain and cedema. I wish to point out 
that in that article I mentioned the definition of toxzemia 
as given by Sir Arthur Gemmell, as well as the physico- 
chemical definition, and I then went on to suggest that in 
my opinion an excessive gain in weight should be considered 
in addition to the three factors of generalized or bilateral 
peripheral cedema, hypertension and proteinuria, stated by 
Sir Arthur Gemmell. 

The graphs and figures given in my paper were based 
on in-patient records classified as preeclampsia and 
eclampsia by the medical registrar of the Women’s Hospital, 
Crown Street, Sydney. 

It is pertinent to note that no official definition of toxemia 
of pregnancy has been given by the Royal College of 
Obstetricians and Gynecologists of England. 


I must also point out that Dr. Poidevin’s study was based 
on some 1200 patients, whereas the successful campaign at 
the Women’s Hospital, Crown Street, Sydney, which has so 
greatly reduced the incidence of severe preeclampsia and 
eclampsia is now in its twelfth year, and is based on 
observations of well over 60,000 patients. 
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Dr. Poidevin also states that weight gain between the 
twentieth and thirtieth weeks of pregnancy and between 
the thirtieth and fortieth weeks.of pregnancy shows no 
significant variations between normal and toxsmic patients. 


I draw attention to the fact that all his observations have 
been made on patients in the second half of pregnancy. 


The successful reduction of toxemia of pregnancy at 
“Crown Street” has shown that the weight factor is im- 
portant when considered in relation to the whole period 
of pregnancy, and not in relation to any specified portion 
of pregnancy, and that the beginning of ante-natal care 
before the sixteenth week of pregnancy reduces the incidence 
of toxemia. 

Finally, I wish to emphasize that by control of weight all 
through pregnancy and observations of cedema, blood 
pressure and urine, with appropriate treatment when 
indicated, I have not had a single case of eclampsia amongst 
5000 booked patients in my own practice during the 32 years 
I have been on the Honorary Medical Staff of the Women’s 
Hospital, Crown Street, Sydney. 

Yours, etc., 

143 Macquarie Street, R. B. C. STEVENSON. 
Sydney. 

August 29, 1960. 





A REQUEST. 


Sir: I am trying to collect biographical material about 
William James Chidley, who was a well-known eccentric 
of Sydney when he died in 1916. If any of your readers, 
lay or medical, have any facts, fancies, reminiscences or 
impressions of him, I should appreciate any information by 
letter to the appended address. 

Yours, etc., 

185 Macquarie Street, M. P. SUSMAN. 
Sydney. 

September 2, 1960. 





AN APPEAL: “MISSIONHOLME”. 


Sir: The Sydney City Mission (“Need not Creed”) is to 
erect “Missionholme”, an elderly citizens’ home, at Redfern. 


The “Missionholme” building will be of modern design, 
containing 68 single bedrooms, large dining-room, lounge, 
recreation hall, and will also have a hospital annexe fitted 
with 23 beds.: 

The home will supply a very great need for old people 
of this great city, who need a happy and home-like atmos- 
phere, where they can reside with dignity, comfort and care 
in the evening of their lives. 


The Government, in recognizing their responsibility, have 
granted a subsidy of £3 for every £1 subscribed by the 
public. 

An amount of £9000 is now needed to bring this appeal 
to a close, and we look to the citizens of Sydney to help us 
to meet this very vital need. All gifts are an allowable 
income tax deduction, and we anticipate the foundation 
stone of “Missionholme” will be laid early in 1961. 


Can you help? All gifts should be forwarded to the 
Sydney City Mission, 103 Bathurst Street, Sydney. 
; Yours, etc., 


N. F. Reeve, 


The Sydney City Mission, 
General Secretary. 


103 Bathurst Street, 
Sydney. 
September 7, 1960. 


DMbituarp. 


SUSANNAH HENNESSY O’REILLY. 


We are indehted to Mrs. A. O. Robson for the following 
account of the career of the late Dr. S. H. O’Reilly. 


Dr. Susannah Hennessy O'Reilly, known affectionately to 
many as Dr. Susie, passed away at her home at Pymble 
on June 18, 1960. The eldest daughter of the late Dr. 
W. W. J. O’Reilly, she was born in 1881 in Liverpool Street, 


Sydney, which was then a. favoured residential area among 
medical practitioners, as the houses faced Hyde Park, which 
at that time provided suitable pasture for the cows which 
were kept by the O’Reillys and others to help provide for 
their thriving families. y 5 


Educated at the Methodist Ladies College; Burwood, Dr. 
Susie was co-founder of the Old Girls’ Union, and held the 
office of president for many years. She retained- a vital 
interest in the welfare of the school, and was present -at 
the Old Girls’ Reunion held in Apri] this year. This gave 
her particular satisfaction, as she was able to he amongst 


those to welcome the newly-appointed Principal — who 
happened to be one of her several nephews. 


After graduating in science and medicine at the University 
of Sydney in 1905, she was unable to accept the position at 
Sydney Hospital for which she had qualified, as up to that 
time no provision had been made for accommodation for 
female residents. Consequently her first appointment was 
at the Royal Adelaide Hospital, and this was followed by 
posts at the Queen Victoria Hospital, Melbourne, and at the 
Royal Hospital for Women at Paddington. 


In 1908 she joined her father’s practice, which he had 
established at Pymble in 1896, and it is as the general 
practitioner that she became widely known and gratefully 
remembered. Many patients will recall her sparkling 
personality and disregard for convention, which made her 
visits unique. Her recitations of humorous limericks and 
incidents which she had found “rather amusing” made 
many people feel that they would agree with the writer of 
the Proverbs when he said: “A merry heart doeth good like 
a medicine.” It is certain that self-pity could not live long 
in her presence. 


The establishment of the Rachel Forster Hospital with a 
group of other women doctors held her keen interest and 
support, and long after her active practice ceased she 
delighted in sharing in the voluntary work carried on by the 
Pymble auxiliary in support of the hospital. In 1959 she 
was made a life governor, entirely because of her voluntary 
work for the Pymble centre. 


Long association with the Presbyterian Ladies’ College, 
Pymble, and the Kindergarten Training College at Waverley, 
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where she was both medical adviser and lecturer, brought 
Dr. Susie into contact with girls from all parts of the State, 
and she followed with interest the careers of many long 
after they had left school-or college. 


Her retirement in 1948 by no means ended her service to 
the sick and aged; her practical support and understanding 
were given unstintingly wherever they were needed by her 
family and friends. 


Music and theatre, and the work of the National Trust 
of Australia, of which she was a foundation member, were 
among her many and varied interests. Probably her greatest 
joy was her appreciation of the beauty of the trees and 
gardens in the district where she lived, while her walks 
through the bush to boil the billy in some favourite spot 
were always crammed with instruction and entertainment 
for those fortunate enough to be in the party. The work 
of the Camellia Research Society was a very strong interest, 
while community service projects could always count on her 
support. 

Susie O’Reilly will be remembered for her keenness of 
mind, simplicity of taste and charity of spirit by all who 
had the privilege of association with her. 


—s 
<——- 





Motes and ews. 


Services Canteens Trust Fund. 
Post-Graduate Scholarship. 


The trustees of the Services Canteens Trust Fund are 
inviting applications for a post-graduate scholarship for 
study overseas. The fields of study in which the scholarship 
may be awarded are: (i) any course at any approved 
university throughout the world; (ii) aeronautics in England 
or America; (iii) travelling scholarship in any field. An 
applicant wishing to pursue any other branch of study 
may apply to the trustees for a scholarship in that field. 


The scholarship is valued at £A1000 per annum, and will 
be tenable for a period of up to three years. 


The scholarship is open to a child (including step-child, 
adopted child or ex-nuptial child) of a person who was at 
any time between September 3, 1939, and June 30, 1947, 
(a) a member of the Naval, Military or Air Forces of the 
Commonwealth, or (b) a member of any nursing service 
or women’s service attached or auxiliary to any branch 
of the Defence Force of the Commonwealth, including (c) 
members of the canteens staff of any ship of the Royal 
Australian Navy, and any person duly accredited to any 
part of the Defence Force. who served in an official capacity 
on full-time paid duty. 


Selection will be entirely on merit and will be competitive. 
A scholarship will be granted only to an applicant who, 
in the opinion of the trustees, has outstanding ability, is 
of suitable character and is likely to obtain lasting benefit 
to himself or herself and to Australia by. further study. The 
scholarship will not necessarily be awarded each year. 


The following will be taken into consideration in deter- 
mining the award of the scholarship: (i) academic career; 
(ii) ability for research work; (iii) character; (iv) the 
future value to Australia of the subject of research selected. 
The selection each year of the scholar to be awarded the 
scholarship will be made from all applications received 
from eligible persons by the prescribed closing date. 


Applications must be lodged with the General Secretary, 
Services Canteens Trust Fund, Victoria Barracks, St. Kilda 
Road, Melbourne, by November 1, 1960. Applications should 
be transmitted through the Regional Secretary in the 
applicant’s State. 


Application forms and any further information may be 
obtained from the General Secretary whose address is 
shown above, or from the Regional Secretary, Services 
Canteens Trust Fund, in each State. The addresses of 
Regional Secretaries are as follows: Queensland, Victoria 
Barracks, Brisbane; New South Wales, 84 Pitt Street, 
Sydney; Victoria, Victoria Barracks, Melbourne; South 
Australia, 22 Grenfell Street, Adelaide; Western Australia, 
Swan Barracks, Perth; Tasmania, Anglesea Barracks, 
Hobart. 

Higher Training Education Awards. 

The trustees of the Services Canteens Trust Fund are 
inviting applications for education awards for post-graduate 
studies in auxiliary services to medicine, welfare and science, 
such as nursing (male and female), physiotherapy, speech 


therapy, occupational therapy, orthoptic therapy, training 
as laboratory technician. The awards will be granted for 
any full-time post-graduate course at the college or training 
centre selected and will be tenable for the period prescribed 
for the course. Post-graduate nursing courses for which 
awards may be granted will be any approved course at the 
College of Nursing, Australia, or the New South Wales 
College of Nursing. Higher training education awards for 
physiotherapy, for speech, occupational and _ orthoptic 
therapy, for training as laboratory technician or other 
courses will be available for approved courses at training. 
institutions in Australia accepted by the trustees for the 
purposes of higher training education awards. The trustees 
will also consider applications for higher training education 
awards in the fields specified above at training centres 
overseas, provided such courses or equivalent training is 
not obtainable in Australia. 


The value of higher training education awards will be 
determined by the trustees in each case, and will be designed 
to cover the costs involved in the course, such as fees, 
books and stationery required for the course, fares as 
necessary and a reasonable maintenance allowance. 


Any person whose mother or father served in the 
Australian Armed Forces between September 3, 1939, and 
June 30, 1947, is eligible to apply for an award. Persons who 
themselves served in the Forces during the 1939-1945 war, 
eo saga of whose parents served during the war, are not 
eligible. 


The applicant must possess the qualifications prescribed 
by the college or training centre concerned to enter upon 
the course proposed. A formal academic qualification, such 
as leaving or matriculation certificate, is not essential 
provided the applicant is in every way suitable and qualified 
to undertake the course proposed. 


Applications must be made on the prescribed form, which 
can be obtained from the General Secretary of the Services 
Canteens Trust Fund or the Regional Secretary of the Fund 
in the State in which the applicant resides. Applications 
must be lodged with the General Secretary of the Services 
Canteens Trust Fund, Victoria Barracks, St. Kilda Road, 
Melbourne, not later than December 1, 1960, irrespective of 
the date on which the course proposed commences in 1961. 
The addresses of the Regional Secretaries are as given above. 


The Sir Richard Stawell Oration. 


THE twenty-seventh Sir Richard Stawell Oration will be 
delivered by Sir William Upjohn at 8.15 p.m. on Wednesday, 
October 5, 1960, at the Royal Australasian College of 
Surgeons, Spring Street, Melbourne. The title of the Oration 
will be “Infectious Enthusiasm”. 


The Simpson-Smith Prize for Pzediatric Surgery. 


The Simpson-Smith Prize for Pediatric Surgery for 1960 
has been awarded to Mr. E. Durham Smith, F.R.A.C.S., of 
Melbourne, for a monograph on “Spina Bifida”, dealing with 
all aspects of the condition. The Simpson-Smith Prize is 
awarded biennially, and the subject is nominated by the 
Institute of Child Health of the University of London. The 
prize has been in existence since the second World War, and 
this is the first occasion on which it has been won by an 
Australian surgeon. 


The Crawford Mollison Prize. 


This year the trustees of the Crawford Mollison Prize 
decided that the prize should be awarded to Emeritus 
Professor R. A. Willis, D.Sc., M.D., F.R.C.P., for his recent 
publication entitled “The Borderline of Embryology and 
Pathology”. This is only the second occasion on which the 
prize has been awarded. It is open to all graduates of the 
University of Melbourne for work carried out anywhere 
in the British Commonwealth, or to graduates of other 
medical schools for work done in the State of Victoria. 
Professor Willis, a graduate of the University of Melbourne 
and- sometime Professor of Pathology, Royal College of 
Surgeons and University of Leeds, and now Honorary 
Research Fellow, University of Leeds, was presented with 
the prize by the President of the Branch during the Victorian 
Cancer Congress. The citation is as follows: 


Rupert Allan Willis has had a remarkable and unique 
career. Graduating from the University of Melbourne 
in 1922, he conducted a general medical practice in 
Tasmania, returning to Victoria in 1927 to become 
Medical Superintendent of the ‘Austin Hospital for 
Chronic Diseases, where he worked until 1930. In that 
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year he obtained the degrees of Doctor of Science and 
Doctor of Medicine and was appointed Pathologist to 
the Alfred Hospital, holding that office -until 1945. In 
1942 he was elected a Fellow of the Royal College of 
Physicians. 

From 1945 until 1948 he was Collins Professor of 
Pathology in the Royal College of Surgeons of England; 
from 1948 to 1950 Director of the Pathological Depart- 
ment of the Royal Cancer Hospital, London, and sub- 
sequently Professor of Pathology in the University of 
Leeds, where on his retirement he was honoured with 
the title Emeritus Professor and made a Research 
Fellow in Pathology in that University. 


Professor Willis has written widely on his subject 
and two of his publications particularly—“The Spread 
of Tumours in the Human Body” and “The Borderland 
of Embryology and Pathology’—have brought him 
enduring fame and world-wide recognition. 


aval, Military and Air Force. 


APPOINTMENTS. 


THE following appointments, changes, etc., are published 
in the Commonwealth of Australia Gazette, No. 58, of 
August 18, 1960. 


RoyAL AUSTRALIAN AIR FORCE. 
Permanent Air Force. 


Medical Branch. 
The resignation of Flight Lieutenant G. H. Wright 
(0219617) is accepted, 29th June, 1960. 


Air Force Reserve. 


Medical Branch. 

The following former officers are appointed to a com- 
mission with rank as indicated— (Wing Commander) J. B. 
Craig (05799), 2nd April, 1960; (Flight Lieutenant) G. A. 
Tomkins (018879), 26th March, 1960. 


Wedical Practice. 


GENERAL PHARMACEUTICAL BENEFITS. 


Pharmaceutical Benefit Prescriptions. 


THE Commonwealth Minister for Health, Dr. D. A. 
Cameron, has announced that the issue of the new Pharma- 
ceutical Benefits booklet to doctors and chemists has been 
deferred for one month to permit the immediate adoption 
of a number of changes. These will achieve greater 
uniformity in regard to. permissible maximum quantities 
of drugs and repeat prescriptions and will to some extent 
simplify procedure for doctors writing prescriptions. Dr. 
Cameron stated that the changes had been made as a 
result of discussions with representatives of the British 
Medical Association. It has been intended to publish the 
new Pharmaceutical Benefits booklets on October 1, 1960. 
The representatives of the B.M.A. had suggested that publi- 
cation should be deferred until November 1, so that the 
changes now proposed could be applied from that date, 
rather than await the next reprint of the booklet, in 1961. 
The November booklet will contain about 100 new items, 
the addition of which has been recently announced. 

Dr. Cameron stated that the achievement of greater uni- 
formity in regard to maximum quantities and repeat pre- 
scriptions would involve some liberalization of quantities. In 
future doctors would be authorized to write prescriptions in 
any indelible form, and patients’ names and addresses could 
be typewritten. Only the names of drugs, the dosage, pen- 
sioner numbers and the doctor’s signature need be hand- 
written. Doctors would be asked to use a form as near as 
convenient to a uniform 6 in. by 4 in., but not necessarily that 
size. Abbreviations could be used to mark a prescription as 
being for a specified purpose. The use of a pensioner’s 
number would remove the need to mark pensioner prescrip- 
tions as such, and the writing of the pensioner’s address 
would no longer be necessary. Except for repeat prescrip- 


tions of a dangerous drug, there would no longer be any 
prohibition on doctors writing more than two prescriptions 
on a form, provided they were clearly legible. It was intended 
to have the booklet in doctors’ and chemists’ hands for study 
during October. 
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Hospitals. 
DEVELOPMENTS AT PRINCE HENRY HOSPITAL. 


Sincp its selection as the first teaching hospital of the 
new Medical School of the University of New South Wales, 
some important steps in the reorganization of the Prince 
Henry Hospital have been taken. 

The enabling Act of Parliament brought into being a new 
Board of Directors. Mr. J. W. Goodsell, now Chairman-elect 
of the New South Wales Public Service Board, was elected 
Chairman, and Mr. J. H. D. Marks, Vice-Chairman. The 
Chairman and six other members of the Board are nominees 
of the Council of the University. Dr, V. M. Coppleson is 


the only medical member of the Board and is well placed to 


help post-graduate training in the hospital. 

The strong University representation on the Hospital 
Board is designed to integrate as far as possible the academic 
and service functions of the hospital. Although an innova- 
tion in Australia, it is a system which has been well tried 
and adopted extensively in Europe and the United States. 

From a long list of applicants the Board appointed as 
Chief Executive Officer, Mr. H. H. Dickinson, LL.B., an 
experienced administrator from the New South Wales Public 
Service. Mr. Dickinson, by virtue of his office, is also a 
member of the Faculty of Medicine of the University of 
New South Wales. The Board also appointed as Directors 
of Medicine, Surgery and Pathology, the respective pro- 
fessors from the University who now have their head- 
quarters within the hospital. A medical advisory committee 
on which these gentlemen sit advises the Board on medical 
matters. 

When the new Board took office, it embarked immediately 
on a programme of renovation of the wards, many of which 
were below modern teaching hospital standards. The 100- 
bed F. W. Marks Pavilion, which was built in the nineteen- 
thirties as an isolation block, is being completely renovated 
and redecorated. This pavilion will be reoccupied by 
infectious patients towards the end of October, thus freeing 
the remaining 550 beds of the hospital for general purposes. 

The Board has decided to make provision for private and 
intermediate patients in the twin A and B blocks. When 
complete, these pavilions together will have excellent 
accommodation for 240 patients, and will also incorporate 
teaching facilities in the form of ward side rooms and 
clinical rooms on each of the three floors. 

Work has begun on A block, the medical block, and is 
expected to be completed early in January of next year. 

Apart from the renovation of existing buildings, approval 
has now been given for a programme of new construction, 
all of which has to be completed before 1964, when the first 
clinical students will enter the hospital. 

First priority will be given to a new nurses’ training 
school, which, when completed early next year, will free a 
modern 50-bed ward for general use. Already the top floor 
of this former scarlet fever ward is being developed as an 
interim Department of Medicine. Other projects which will 
be developed simultaneously include an admission centre, 
new operation theatres, a new X-ray department, an 
intensive therapy ward, a 50-bed psychiatry block, additions 
to the Pathology Department, a new medical sciences 
building to house the Departments of Medicine and Surgery, 
and new residents’ quarters to house 30 additional resident 


medical officers. 


Pending this new. construction the hospital is using , 


existing buildings as a temporary measure to provide 
diagnostic facilities. Thus new X-ray equipment is being 
installed in the old X-ray department. Two of the old 
operation theatres adjoining the X-ray department will be 
used for such procedures as cardiac catheterization, broncho- 
scopy, gastroscopy and angiography. 

The hospital was fortunate in having, through the 
generosity of the late Mr. William MclIlrath, a relatively 
new pathology block with - excellent laboratories, post- 
mortem room and animal houses. Further staff and equip- 
ment will be needed immediately, and additions to the 
building will be part of the general programme. Meanwhile 
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the pathology services are functioning smoothly, and 


clinico-pathological conferences have been started. 


The hospital has a small: out-patient department. Rather 
than expand this, it has been decided to develop further 
facilities in the heart of the Eastern Suburbs in the 
Catherine Hayes Building at the Prince of Wales Hospital, 
Randwick. This building will be reconditioned and will be 
available early in 1961. Investigative and other facilities 
in the Prince of Wales Hospital will be available for out- 
patients. As part of the plan for the new Sydney Hospital 
at Randwick there will be ultimately a large modern out- 
patient department which will service the Sydney and the 
Prince Henry Hospitals. The two sites are only five miles 
apart, and communications are excellent. 


The hospital has already advertised for full-time Directors 
of Diagnostic Radiology and Anesthesia. These appointees 
will be eligible for appointment to the staff of the University 
and will be expected to participate in teaching and research 
by virtue of these appointments. 

\pplications are at present being received for a number 
of honorary appointments to the medical and surgical staffs. 
These appointees will take over in-patient care and will 


‘gradually replace the existing visiting staff. 


The University expects to begin the build-up of the full- 
time academic staff almost immediately. Clinical full-time 
staff will work in the wards and clinics side by side with 
the honorary staff. 

In recent months the bed occupancy of the hospital has 
increased by 50%. This has severely taxed the resident 
staff. Consequently the hospital will be appointing more 
resident staff at all levels for 1961. 

(n the midst of this activity at Prince Henry Hospital 
negotiations have been going on with the Board of Sydney 
Hospital and other hospitals in the Eastern Suburbs, aiming 
at a University Hospital system for the area. This will be 
imperative when the new Sydney Hospital is located on 
its Randwick site opposite the Medical School, which is 
now under construction at the eastern end of the University 
campus. Discussions are still in progress, but there is no 
doubt that, through their intimate association with the 
University, the Prince Henry and*the Sydney Hospitals 
will be closely coordinated and integrated in their activities. 


JOost-Oraduate Tork. 


THE POST-GRADUATE COMMITTEE IN MEDICINE IN 
THE UNIVERSITY OF SYDNEY. 


Evening Seminars on Heart Failure. 


Tue Post-Graduate Committee in Medicine in the Univer- 
sity of Sydney announces that the fourth and last in the 
series of evening seminars on various aspects of cardio- 
vascular diseases will deal with heart failure, and will be 
held at 8 p.m. on Wednesdays, October 5, 12, 19 and 26, 1960, 
in the Maitland Lecture Hall, Sydney Hospital. The seminars 
will be under the supervision of Dr. G. E. Bauer, and the 
programme will be as follows: 


October 5: 8 p.m., “The Physiological Mechanisms in Heart 
Failure’, Associate Professor P. I. Korner; 8.30 p.m., “Renal 
and Electrolyte Changes in Heart Failure’, Dr. R. Reader; 
9 p.m., “Endocrine System and Heart Failure”, Dr. M. R. 
Playoust; 9.30 p.m., panel discussion. 


October 12: 8 p.m., “Aetiological Factors in Heart Failure’, 
Dr. H. P. B. Harvey; 8.30 p.m., “Symptoms and Signs of 
Heart Failure’, Dr. A. W. Seldon; 9 p.m., “Differential 
Diagnosis of Heart Failure”, Dr. J. Raftos; 9.30 p.m., panel 
discussion. 


October 19: 8 p.m., discussion on “Digitalis—Indications, 
Methods of Digitalization, Toxic Effects, etc.”, Dr. F. L. 
Ritchie, Dr. E. J. Halliday, Dr. G. E. Bauer, followed by a 
panel discussion. 


October 26: 8 p.m., 
of Heart Failure’, Dr. J. Sevier; 
and New”, Dr. J. B. Hickie; 
Failure”, Dr. Douglas Stuckey; 9.30 p.m., panel discussion. 

The fee for attendance will be £2 2s., and those wishing 
to attend should make early written application, enclosing 
remittance, to the Course Secretary, the Post-Graduate 
Committee in Medicine, 131 Macquarie Street, Sydney. 
Telephones: BU 4497-8. Telegraphic Address: “Postgrad 
Sydney”. 


“General Principles in Management 
8.30 p.m., “Diuretics— Old 
9 pm. “Resistant Heart 
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PROGRAMME FOR OCTOBER, 1960. 





THe Melbourne Medical Post-Graduate Committee 
announces the following programme for October, 1960. 


Country Courses. 

Horsham.—On October 1, in the Lecture Room of the 
Wimmera Base Hospital, Horsham, the following course 
will be given: 2.30 p.m., “Hypertension”, Dr. K. F. Fairley; 
4.15 p.m., “Surgery of the Anus and Rectum’, Mr. R. S. 
Lawson; 5.30 p.m., “E.N.T. Problems in General Practice”, 
Mr. Rory Willis. The local secretary is Dr. Ross Webster, 
Lister House, Horsham. 

Swan Hill—On October 8, in the Lecture Room, Nurses’ 
Home, Swan Hill, the following course will be given: 2 p.m., 
“Management of “Hypertension”, Dr. Austin Doyle; 3.15 p.m., 
“Management of Common Limb Fractures”, Mr. W. G. Doig; 
5 p.m., “Management of Abortions’, Mr. W. J. Rawlings. 
The local secretary is Dr. W. Weaver, 16 Beveridge Street, 
Swan Hill. 

Wangaratta.—On October 22, at Wangaratta, the following 
course will be given: 2 p.m., ‘Medical Emergencies’, Dr. 
R. M. Biggins; 3 p.m., “Cause of Stillbirths”, Professor Lance 
Townsend; 4 p.m., “Jaundice: Diagnosis and Management”, 
Mr. Graham McKenzie. The local secretary is Dr. M. Rohan, 
18 Docker Street, Wangaratta. 

Fees.—The fees for the above courses are at the rate of 
15s. per lecture, but those who have paid an annual sub- 
scription to the Committee are invited without further 


charge. 
Flinders Naval Depot. 

On October 12, at Flinders Naval Depot, at 2.30 p.m., 
Dr. Robert Fraser will discuss “The Effects of Cold on the 
Circulation”. This lecture is being given by arrangement 
with the Royal Australian Navy. 

Overseas Visitors. 

On Thursday, October 6, at the Medical Society Hall, there 
will be a lecture by Professor F,. G. Young, F.R.S., Professor 
of Biochemistry, University of Cambridge, on “Recent 
Researches on the Mechanism of Action of Insulin”. 

Attention is drawn to the visit to St. Vincent’s Hospital 
of Professor C. Welch, Professor of Surgery, Harvard 
Medical School, who will take part in a special academic 
programme from October 3 to 28. Included in his programme 
are operating sessions on October 4, 5, 10, 12, 17, 19, 24 and 
26, and the following lectures: October 7, 8 p.m., “Medicines, 
Machines and Men”; October 13, 12 noon, “Diverticula of 
the Colon”; October 20, 12 noon, “Physiology of the Post- 
Operative Stomach”; October 27, 12 noon, “Fistulas of the 
Gastro-Intestinal Tract’. All members of the medical 
profession are invited to attend. 


COACHING COURSE FOR PRIMARY F.R.A.C.S. 

Details have already been published regarding a coaching 
course which the Committee will conduct for Primary 
F.R.A.C.S. candidates from January 16 till February 24, 
1961. Applications close on October 18, 1960, at the Com- 
mittee’s office, and must be made on the prescribed form. 
The class will be limited to twenty. 


RECORDED LECTURES: ADDITIONS TO LIBRARY. 


The following are new additions to the Committee’s library 
on microgroove acetate discs with accompanying 2 in. by 


2 in. slides: “Early Diagnosis of Carcinoma of the Rectum 
and Colon”, Professor J. C. Goligher, 2 discs, 38 slides; 
“Recent Advances in Clinical Hematology”, Professor 


William Dameshek (Boston), 3 discs, 81 slides; “Surgery of 
Peptic Ulcer”, approximately 2 discs, 28 slides, and “Hiatus 
Hernia”, approximately 2 discs, 30 slides, Mr. Norman 
Tanner, of London. These may be borrowed without charge 
on application to the Committee. 


INFORMATION. 
The address of the Melbourne Medical Post-Graduate 
Committee is 394 Albert Street, East Melbourne. Telephone, 


FB 2547. ae 


Deaths. 








Tue following death has been announced: 
BRENNER.—Maksymiljan Brenner, on September 11, 1960, 
at Bellevue Hill, N.S.W. 


Diary for the Month. 





SEPTEMBER 24.—Victorian Branch, B.M.A.: Clinical Meeting 
Children’s Hospital) 

S#PTEMBER 27.—New South Wales branch, B.M.A.: Hospitals 
Committee. 

SEPTEMBER 27.—Tasmanian Branch, B.M.A.: 
division, 

SePTeMBerR 28.—Victorian Branch, B.M.A.: Branch Covncil. 

S=EPreMBER 2 ee Branch, B.M.A.: Northern Sub- 


Southern Sub- 


divis 
SEPTEMBER 29. South" "Australian Branch, B.M.A.: Scientific 
eet 
SEPTEMBER 29.—New “South Wales Branch, B.M.A.: Branch 
Meeting. 


SepremsBer 30.—New South Wales Branch, B.M.A.: Annual 
(1960) Meeting of Delegates of Local Associa- 
tions with Council. 
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Wedical Appointments: Important Motice. 





MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 


with the Honorary Secretary of the Branch concerned, or 
with the Medical Secretary of ‘pe British Medical Association, 


Tavistock Square, London, W.C. 

New South Wales Branch (Medical Secretary, 135 Macquarie 
Street, Sydney): All contract practice appointments in 
New South Wales. 

South Australian Branch (Honorary Secretary, 80 Brougham 

Place, North Adelaide): All contract practice appointments 
in South Australia. 
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Editorial Motices. 








ALL articles submitted for publication in this Journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations, other than those normally used by the Journal, 
and not to underline either words or phrases. 


Authors of papers are asked to state for inclusion in the 
title their principal qualifications as well as their relevant 
appointment and/or the unit, hospital or department from 
which the paper comes. 

References io articles and books should be carefully checked. 
In a reference to an article in a journal the following 
information should be given: surname of author, initials of 
author, year, full title of article, name of journal, volume, 
number of first page of article. In a reference to a book the 
following information should be given: surname of author, 
initials of author, year of publication, full title of book, 
publisher, place of publication, page number (where relevant). 
The abbreviations used for the titles of journals are those 
of the list known as “World Medical Periodicals” (published 
by the World Medical Association). If a reference is made 
to an abstract of a paper, the name of the original journal, 
together with that of the journal in which the abstract has 
appeared, should be given with full data in each instance. 


Authors submitting illustrations are asked, if possible, to 
provide the originals (not photographic copies). of line 
drawings, graphs and diagrams, and prints from the original 
negatives of photomicrographs. Authors who are _ not 
accustomed to preparing drawings or photographic prints for 
reproduction are invited to seek the advice of the Editor. 


Original articles forwarded for publication are understood to 
be offered to THp MeEpicaL JOURNAL OF AUSTRALIA alone, unless 
the contrary is stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AusTRALIA, The Printing Hous, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2-3.) 


Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this Journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of journals unless such notification is received within one month. 


SUBSCRIPTION RATES.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in Australia can become subscribers to the Journal by applying 
to the Manager or through the usual agents and booksellers. 
Subscriptions can commence at the beginning of any quarter 
and are renewable on December 31. The rate-is £6 per annum 
within Australia an@ the British Commonwealth of Nations, 
and £7 10s. per annum within America and foreign countries, 


payable in advance. 














